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CHAPTER II 

I nvestigizlton 

A good investigation is the key to successful prosecution of a child abuse case. There are 
no substitutes for careful and thorough investigations, and no shortcuts to produce what you 
need to make informed decisions about filing charges and presenting a convincing case at 
trial. " Effective and complete investigations require skill, an adequate commitment of time and 
resources, and a recognition of the special features of child abuse cases. Information gained 
from the investigative process will provide the basis for determining whether a child's 
allegation of abuse is believed, whether evidence exists which verifies or corroborates an 
allegation of abuse, whether the existing evidence justifies the filing of criminal charges, and 
whether the evidence justifies conviction by a jury. Mistakes made at the outset often cannot 
be remedied and may undermine an otherwise viable case. 

Unlike most other crimes, child abuse investigations routinely involve people and agen
cies other than law enforcement. Child protective services personnel are often the first to 
receive a report of suspected abuse and may be the first to interview both children and 
offenders. Successful resolution of cases, therefore, requires coordination during the in
vestigation among all those involved-the prosecutor, police, children's protective services, 
the medical community, and mental health therapists. Keep in mind that each participant in 
the investigative process will have specific roles and objectives, some of which may overlap, 
but which need to be clearly delineated and separated. Coordination can be achieved in a 
variety of ways and each community's approach must be designed to fit the unique needs and 
characteristics of that community, as discussed more fully in Chapter VII. At a minimum, 
prosecutors handling child abuse cases should be aware of all actors in the investigative 
process'in their community and take the initiative to ensure that investigations are conducted 
promptly and properly. 

Many prosecutors are involved at the investigative stage of child abuse cases, participating 
in joint interviews with victims or consulting with law enforcement and child protective 
services about steps in the investigation of individual cases. In communities where protocols 
have been or are being developed to specify the role and responsibilities of different 
participants in the child abuse investigation process, the prosecutor's input is essential. And 
the prosecutor is clearly the logical person to assume leadership in any effort to improve and 
redesign investigative responses to child abuse cases. 

The specifics of a child abuse investigation will differ depending on: the type of abuse 
alleged-physical, sexual or both; the age of the child and ability to talk; how soon the report 
is received after an abuse incident; and other factors varying from case to case. Too often, 
police and prosecutors have perceived these incidents as simply one-on-one cases, with the 
child as the only source of evidence-"the only witness." They have therefore seen no need 
to investigate beyond an initial (and sometimes inadequate or inappropriate) interview with 
the child. The assumption has been that since traditional forms of corroboration such as 
eyewitnesses or definitive medical evidence are lacking, there is no point in looking for 
verification or corroboration elsewhere. 

In reality the trial of a child abuse case probably never involves only the testimony of the 
child. Usually the prosecutor calls a number of witnesses to testify about matters relating to 
the allegation of abuse, and it is their testimony that helps to corroborate the charge. Though 

('	 the child must certainly be the focus of any investigation in a child abuse case, much more 
emphasis should be given to improving interviews and identifying alternative ways in which 
investigations can reveal relevant information. 

II-I 
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Investigative interviews must be thorough. When a child can be interviewed. the interview 
must be conducted by someone with skill and know~,,::tjge. Search warrants should be sought 
and searches carried out before suspected offenders ~ the opportunity to change, hide or 
destroy potential evidence. Investigators should take photographs and when appropriate, 
arrange for medical examinations and scientific tests as soon as possible. They should 
conduct thorough interviews of additional witnesses before they are likely to be influenced 
by outside pressures or concerns. Suspected offenders, where possible, should be inter
viewed and given a chance to tell their side of the story. With the exception of the victim 
interview, the investigation is much the same as that of any other serious felony and should 
be approached as such. The aim of the investigation is to determine all pertinent facts and 
ascertain the truth. 

A. INTERVIEWING THE CHILD VICTIM 

The child must be the focal point of any investigation of an allegation of physical or sexual 
abuse. If the child is able to talk, one of the first steps is usually an interview with the child. 
A good interview is probably the single most important part of the investigation and will 
serve in almost all cases as the basis for evaluating the child's credibility and the reliability of 
the abuse report. 

Interviewing a child about abuse-whether the child is very young or a teenager-requires 
special skill and sensitivity. Techniques used in interviewing adult crime victims will not 
work with children. Likewise, adolescents, grade-school-age children and preschoolers 
must all be handled differently. It is essential, therefore, that the interview in any case 
having a potential for filing criminal charges be conducted by someone who communicates 
effectively with the child and is knowledgeable about the needs of the legal system. An 
understanding of the dynamics of child abuse and the developmental abilities of children of 
different ages will help the interviewer tremendously. (See Chapter I. Section D., for related 
discussion.) 

Prosecutors handling child abuse cases must develop the ability to interview children well. 
In some circumstances, they may be involved in investigative interviews. In those cases 
when they are not, prosecutors responsible for deciding whether to file charges must be able 
to judge the quality of prior interviews. You may wish to talk with the child yourseU before 
the charging decision is made. 

The ability to talk with a child in court and elicit facts about the abuse is critical when 
trying a child abuse case. This section of the manual on interviewing children is therefore 
directed specifically to prosecutors. However, the same principles apply to 'anyone talking 
with a child about abuse prior to a criminal trial, and especially to those who initially 
interview the child even if their "official" duties are not to gather information for the 
prosecutor. The manner in which interviews are conducted and the information provided by 
the child will always be issues in initiating and trying criminal child abuse cases. 

Consult the literature and talk to other professionals about interviewing children whenever 
possible. A partial list of references appears at the end of this chapter. Becoming aware of 
effective techniques and strategies, as well as criticisms or difficulties you may encounter 
will help you improve your skills and develop your own approach. There is no single right 
way to interview children. There are many effective strategies as well as many inappropriate 
ways to proceed. 

The purpose of the interview is to gather as much reliable information as possible from a 
child about an allegation of abuse. During the interview process, the interviewer must 
remain open-minded and try not to be influenced by any preconceived ideas about what a 
child is going to say. The questions asked should allow for an intelligent determination about 
the legitimacy of abuse allegations. It would be naive to presume that all reports of abuse are 
authentic. It would also be wrong to assume that the majority of cases of suspected abuse are 
false. If interviews are geared toward assessing the validity of accusations of abuse and 
eliciting information that verifies or refutes the allegation, this process need not be con
frontive, adversarial or unduly traumatic for the child. Sensitivity does not require sac
rificing objectivity. 
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1. Preparing for the Interview 

Prior to the interview session, the prosecutor -~d thoroughly review any available 
infonnation relevant to the case including police reports, medical reports, child protective 
services' records and other materials. Even the most thorough and detailed documents will 
often not provide everything the prosecutor needs to know to file a charge or conduct the 
interview. If possible, speak to others involved in the case, such as the physician who 
examined the child, the child's parent or guardian, the therapist or victim advocate who has 
been in contact with the child and her family, and the principal investigator, to gain better 
insight into the case as well as the personality and developmental status of the child. It is a 
good idea to tell the child's caretakers not to rehearse the child before she sees you and to let 
you explain in detail who you are and why you need to talk with her. It is best if they simply 
tell the child that you are someone who works with children and needs her help. Biographical 
and background information such as age, grade in school, siblings and other family mem
bers, residence, and whether the child suffers from any physical, mental, or learning 
disability, are essential to know before the interview takes place. 

When a child has a disability of some kind, it is important to find out before the interview 
whether you will need special help to communicate. Depending on the situation, you may 
want another person with you. For instance, a therapist or special education teacher known 
to the child could help when she has a mental, learning or developmental disability. If the 
child is deaf but can sign, a court-certified American sign language interpreter with whom 
the child is comfortable would be n'eeded to communicate. 

Special consideration and planning are needed to communicate with the child who speaks 
a different language. In arranging for an interpreter proficient in the child's language to be 
present during the interview, subsequent meetings and court appearances, you should also 
ensure that some training and orientation is provided. Some communities will have skilled 
and sensitive bilingual personnel available. often working with the child and family welfare 
or health related organizations. In others, more effort will be required to locate an appropri
ate interpreter. 

Find out, if possible, whether the child can read, write, count or tell time. If a sexual 
abuse alJegation is involved. review any info~ation available about her knowledge or 
familiarity with anatomy or sexual behavior and the terminology used by the family for the 
genital areas. 

The circumstances of the assault or what has been revealed about the assault up to that 
time should be determined. You must ascertain what took place, where, when, by whom, 
and to whom it was reported as well as the child's reaction to the assault and subsequent 
disclosure process. The exact words used to describe what happened, any behavioral or 
physical signs of distress. and by whom they were noticed should be determined. It is also 
important to note the reaction of those close to the child and whether she is in a safe, stable 
.and supportive environment. Finally, from what you learn, assess the potential problems and 
defenses you may face if criminal proceedings are instituted against the offender. 

There is nothing new about stressing preparation for interviewing witnesses in criminal 
cases. Realizing, however, the unique problems associated with abuse cases and the signif
icance of the child's credibility in determining the outcome of the case should provide an 
extra impetus for thorough preparation. Use the information you learn before the interview to 
alert you to any possible alternative explanations for the abuse allegation, to help you 
fonnulate appropriate questions, and to understand the child and her terms and situation. Do 
not expect that this information will necessarily be repeated by the child nor that it represents 
the full extent of what occurred. Be ready for anything and careful to control any expec
tations or reactions that could influence the child. 

2. Interview Location and Circumstances 

The physical location of the interview is important. The surroundings should be suited to 
the child's feeling of well-being and free from commotion distracting to both the child and 
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the interviewer. Police department facilities are generally not conducive for the interview. A 
young child can feel intimidated by the large number of busy adults-some wearing guns, 
some in uniform-as she is being led to the traditio_a.stark detective's office or interview 
room. Recognizing this, many police agencies and prosecutors' offices have designed 
special interview rooms to accommodate the needs of child witnesses. These should be used 
if available. 

The appearance of the interview room should make children feel welcome. An attractive 
wall covered with cheerful illustrations or familiar storybook figures could be helpful. Some 
prosecutors put up pictures drawn by different children they have interviewed; others take 
young children to the office copy machine and photocopy their hands, have them sign their 
first name, and then post these on the wall. This can serve several purposes. Displaying a 
child's drawing or hand is a way of showing interest in the child and perhaps making her feel 
special. If she returns to prepare for trial, for instance, there will be something of hers to 
make the setting more familiar. And seeing other children's drawings or the hands of other 
children on the wall shows the child that there are other victims out there who have also 
talked to prosecutors and, hopefully, she will not feel quite as alone. Using a child's first 
name only will obviously help to protect her confidentiality. 

If possible, the furniture should be suitable to children. The seating arrangement and the 
room itself should be comfortable and provide the victim with space to move around, explore 
and touch items in the room. Children do not like to be confined. They may wish to sit in a 
chair, on the floor, or on an adult's lap and the interview room should provide for some 
flexibility to do so. If finding space is a problem and other waiting or witness rooms cannot 
be inexpensively converted, then, at the very least, the prosecutor should have a few toys 
available and otherwise try to make his or her office comfortable for children. Ultimately, it 
is the interviewer who makes the biggest difference in the success of the interview. Fancy 
interview rooms will not make up for an interviewer's lack of skill, but skill at interviewing 
can overcome a lack of special facilities. 

The child's activities during the interview should be somewhat but not overly limited. A 
few toys such as a puppet, dollhouse, coloring book, crayons or paper and pencil can occupy 
a child's physical needs to be doing something while allowing her to talk-perhaps, with less 
restraint. A room designed for children need not be expensive; basic furnishings might 
include pictures, toys and simple furniture. Keep in mind, however, that too large a room 
and too many toys can distract a child from discussing the abuse. 

The use of aids such as anatomical dolls to help children point out relevant parts of the 
anatomy and explain what happened in sexual abuse situations has gained widespread atten
tion. Sometimes a child will tell a puppet about abuse or talk into a toy phone rather than 
answer direct questions from the interviewer. Some professionals use a completed or par
tially completed sketch of the body and ask the child to draw or circle relevant parts of the 
anatomy on the sketch. Additional aids include drawings (on paper, blackboards, coloring 
books, sand trays, "Etch-a-Sketch"), clay, doll houses, regular dolls or stuffed animals, 
sentence completion and role-playing exercises, letters to offenders, and having a child write 
down what happened. These devices can certainly be helpful when a child has difficulty in 
expressing what acts occurred and what parts of the body were involved, but they should 
be used carefully. (See Seciton A.7. of this chapter). You must be cautious when you use 
aids not to get in "over your head" and start interpreting too much since some techniques 
require special training used as an adjunct to therapy with a child. Too much reliance on 
them by the untrained professional who is not providing treatment can bring criticism both 
in and out of the courtroom. 

The child should not be fed anything during the interview process unless approval has 
been sought from the parent or guardian. Even if approved, refreshments should be limited 
to a drink, sugarless gum or candy, peanuts or similar fare. Once again, you do not want to 
distract the child too much. Some prosecutors recommend that refreshment be offered only 
after the interview is over. Waiting until after the interview may prevent later claims by the 
defense of "bribing" the child to say what you wanted. 

The time scheduled for the interview should not be a period when the child is likely to be 
hungry, sleepy or otherwise distracted. Shortly after breakfast, an hour after the noon meal, 
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or midaftemoon are generally thought to be the times when children are most alert. Allowing 
enough time so that the interview does not have to be.rushed is also important. Setting aside 
a total of an hour and a half is not uncommon and s~ provide sufficient time to conduct a 
good interview without overtaxing the child. Two hours may be too long unless you have an 
unusually alert child. Time spent actually discussing the abuse allegation will probably be 
much less. The length of your interview should be dictated, however, by your assessment of 
the child as you go along. Be flexible enough so that the child and others involved will not be 
too inconvenienced by the time set for the interview. Taking the child out of school should 
be avoided unless absolutely necessary. Be prompt when the child arrives. Do not keep her 
waiting. "The quicker you begin the interview, the better off you will be. Any appreciable 
delay increases a child's anxiety level and impatience at having to be there at all. 

The room and the interviewer should provide the child with a feeling of privacy. Victims 
often feel an enonnous amount of shame, guilt and embarrassment and are less likely to 
"open up" if interruptions occur by extraneous persons or"phone calls. It is also much more 
difficult to establish and maintain rapport with the child if the phone rings or you are called 
outside of the interview setting. Arrange to have your calls taken by someone else during the 
time period scheduled for the interview and prohibit unscheduled appearances by others 
during the interview session. 

3. Who Should Be Present at the Interview 

Unfortunately, many agencies may need to participate in the interview process or, at the 
very least, need different questions answered during the initial interview. Reducing the 
number of repetitive interviews and different interviewers should be a goal in child abuse 
cases. Too many interviews and interviewers are stressful to the child, often unnecessary, 
and can lead to seemingly inconsistent statements. An obvious preference would be a single 
interviewer with an overall understanding of the needs of each agency involved in the child 
abuse investigative process, who could serve as the infonnation gatherer for all agencies. 
Agency representatives could confer with the interviewer before the interview and brief him 
or her about the situation and the kinds of questions that need to be raised. A victim-witness 
advocate could accompany the child to provide support and act as a witness to the interview. 
Having a witness present is particularly important when the prosecutor conducts an inter
view, so that he or she does not end up being the only witness to the child's statements. 

If a single interviewer is not feasible, effort should still be made to limit participants to as 
few people as possible. When the prosecutor is involved, take steps to ensure that the same 
prosecutor handles that case subsequently. Vertical prosecution is beneficial to both the child 
and the case and can eliminate many problems that arise when a new prosecutor is involved 
at different stages. If a single interviewer is not possible, there should be joint interviews in 
which only the necessary agency representatives participate, e.g., police, prosecutor, and 
child protective services' personnel. Limiting the number of people present to those necessary 
will lessen the" possibility of the child feeling uncomfortable, overwhelmed, or "bom
barded." If the interview session is shared, and each representative has an opportunity to ask 
questions, the prosecutor could take the lead or serve as an arbiter to ensure that necessary 
infonnation is elicited and the interview is conducted appropriately. 

Since the interview of the child is so important to the investigative process, joint inter
views require one person to assume control. This should be spelled out in advance., Suc
cessful interviewing is difficult under the best of circumstances without the added confusion 
of many voices and interests. Particular care must be taken to establish joint interview 
procedures in parental abuse cases since they almost always involve multiple agencies. 

The presence of parents, relatives or others closely involved with the child, while she is 
being questioned about abuse, is not a good idea. Children are often ashamed of what 
happened and may be reluctant to reveal the abuse or its extent in front of family members. 
Further, the revelation of abuse in the presence of people who care for the child, and perhaps 
care for the suspect even more, is usually upsetting or shocking and will provoke emotional 
reactions that interfere with the interview. Children can sense the approving or disapproving 

\ 
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glances and gestures of family members. Not only does this heighten their anxiety, it may 
cause them to look to parents for permission to speak as well as for approval of answers. 

A prosecutor should explain the interview pr~e and the reasons for it to anyone 
accompanying the child. It is important to reassure" parents and other supporters and to allay 
some of their concerns if possible. Explain the need to offset the frequent defense argument, 
"If a child is able to disclose the alleged abuse only when Mom or Dad are present, who do 
you think put her up to making such wild accusations'?" After the interview, spend some 
time with the parents or other supporters of the child to gather additional infonnation and 
answer any questions. Establishing rapport with the parents as well as with the child will 
help you with later trial preparation. 

If the child is uncommunicative and insists that a parent or other person be present instead 
of a victim advocate, it should be allowed. An apprehensive child will not offer as good or 
complete a statement if denied those whom she wishes to be present. If this occurs, try 
having that support person stay only for introductory and preliminary parts of the interview, 
until the child feels comfortable with you. The specific discussion of abuse can wait until the 
family member or support person leaves, although the child can be told where he or she will 
be and given pennission to go to the person if needed. The interView is, in fact, not easy for 
even the well-meaning and supportive parent to sit through without comment. An inap
propriate or ill-timed comment can disrupt the entire interview. If this does occur, be 
understanding. You must remember that it is their child-their loved one-who has suffered 
the abuse. Moreover, your negative reaction to a family member's comment may in turn 
cause the child to react negatively tQ you. 

More than one interview is often necessary, especially with young children, to gain their 
trust so that they feel comfortable revealing the full extent of abuse. Anyone with experience 
with children knows that most children will not relate the complete story of abuse at one, two 
or even three interview sessions. The interviewer must exercise patience and understanding 
while trying to unravel the details of what was done and by whom. And whenever possible. 
the same interviewer should remain throughout the process. Nothing can damage a prosecu
tion more than premature charging (and later dismissals) caused by inexperience or im
patience on the part of the interviewers or investigators. 

Whoever conducts the investigative interview with a child should be familiar with the 
criminal justice system and cognizant of the dynamics of child abuse. especially child sexual 
abuse. The interviewer must be aware, for example, of the pressures on the child when the 
alleged offender is a parent or close relation. particularly after the initial interview session 
when other family members learn of the allegations. A well-schooled investigator will know 
how best to combat these pressures, establish rapport with a child. enlist the aid of support 
people for the child, and pursue the investigation despite the many barriers confronted along 
the way. Understanding basic concepts of child development will assist immeasurably in 
being able to communicate with children of different ages. (See related discussion in Chapter 
I, Section D.) 

Despite traditional notions to the contrary. both men and women can be appropriate and 
effective interviewers. In most cases. the gender of the interviewer will be of no conse
quence. What does matter is the degree of sensitivity and ability of the interviewer to 
communicate. The interviewer should be careful not to set up a situation which calls to mind 
the circumstances of a traumatic abusive incident-i.e .• a man interviewing a child alone in 
a small room with the door closed in a case involving alleged abuse in a small closed room 
where the child was alone with the male offender. As a result of their experience, some 
children may be uncomfortable with any male or female interviewer. If a child shows a 
marked distrust of the interviewer simply on the basis of his or her sex. be flexible enough to 
make adjustments. 

4. Recording Information From the Interview 

Many prosecutors prefer not to use video or audio tape recording equipment during an 
interview with a child (see Chapter VI for a more complete discussion of electronic aids). A 
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young child can become too involved with or distracted by video and audio tape recording 
devices and teenagers may be embaml.ssed and relu~tant to talk if taped. The quality of tapes 
cannot always be assured and can be subject to latentP.rputes. And, if a child speaks softly or 
moves around. her statements may not be recorded. Moreover, a child will frequently reveal 
more infonnation about the abuse after the initial interview, but only the initial interview was 
taped. The less detailed or effective taped interview can then be used at trial by the defense to 
discredit the child's allegations of abuse. There may also be discrepancies between the taped 
interview and the child's testimony which the defense may use to attack the child's credi
bility. Further. you always run the risk of defense criticism that you should have recorded 
every meeting or session with the child. The defense will suggest that if you did not, 
subsequent unrecorded statements of the child should be ignored. These are simply a few of 
the issues discussed in more detail in Chapter Vi. 

It is important, however, to have some way of accurately recording the details of your 
interview. The police investigator or victim-witness advocate can be assigned to take careful 
notes or you can take notes yourself, keeping in mind the potential in your jurisdiction for 
discovery or disclosure of such notes to the defense. In some jurisdictions, such as Min
nesota, the notes or a summary of them are discoverable. Explain to the child why you need 
to take notes and enlist her help in recording all the important facts. You may be surprised 
when the child alerts you to something "important" to put down. Take down the exact 
words the child uses to describe the abuse. If taking notes during the interview becomes 
unworkable, write down a summary of what was said as exactly as possible immediately 
following the interview. In addition (0 infonnation elicited from the child, your notes should 
include, in a separate section, your impressions of the child-her demeanor, credibility, 
appearance, and similar traits. This wiIJ help you to recalJ the interview and evaluate the 
case. 

5. Conducting the Interview: General Principles and Building Rapport 

When the child first arrives, be sure to greet her with all of the adults present. Briefly 
explain who you are and what you do in tenns the child can understand, such as, "I am a 
lawyer whose job is to talk to children and find out about problems they might be having so I 
can try to help. " When you begin the interview, find out if the child knows why she is there 
and what she may have been told to expect. Try to correct any misgivings or misimpressions 
that she may have. 

Examples of questions you may wish to begin with include the following: "Do you know 
why you are here?" "What do you think is going to happen today?" "What did (your mom, 
the caseworker, etc.) te)) you would happen, tell you to do or telJ you to say today when we 
talked?" "Did anyone te)) you what to say?" "Do you know what prosecutors do?" "What 
do you think my job is?" These last questions help give you an idea of how the child views 
you. Often she may expect you to act like television images of attorneys and be apprehen
sive. 

The child needs to receive support, reassurance and encouragement to tell you the truth, 
whatever it may be. Therefore, it is important that you make it clear that this is a serious 
matter and that the most important thing is for her to tell the truth. She should be told that 
you will not be shocked. surprised or angry about anything she tens you and that you need to 
know everything that happened. Let the child know that she is not at fault, and that there are 
many other children out there who have been in similar situations and talked to prosecutors. 
As an interviewer, you must remain open, neutral and objective, and beware of any reactions 
which could be interpreted as reinforcing certain responses and discouraging others. Your 
purpose is to elicit what rea))y happened. Be careful not to create any false impressions about 
what you can or will do for the child. Telling her that "everything wilJ be all right" or that 
you only want to help the offender is unrealistic. You must be honest and acknowledge there 
are circumstances over which you have no control such as whether she will be in foster care 
or not. The child must be able to rely on your word if she is to trust you enough to be candid 
about the a))egation of abuse. 
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Try to make the child feel comfortable by asking easy initial questions appropriate to her 
age, such as last name, birthdate, gnlde, school, teacher's name, favorite subject, names of 
others in the family, pets, friends, activities, fav~oys, games, movies and television 
shows. Sharing personal information to which the child can relate-such as your own pets, 
school experiences, or relationship with other children her age-will often help establish 
rapport. Remember to be flexible by allowing young children freedom to move around, sit 
on the floor, or become acquainted with the interview room itself. Don't sit behind a desk; 
this can be intimidating. Sit on the floor with the child if that makes things more comfort
able. 

Next, try to assess the preschool or grade-school-age child's developmental level by 
determining, for instance, whether she can read, write, count, tell time, recite the alphabet, 
describe her favorite television characters, recall her last birthday, remember Christmas 
gifts, or what she had for breakfast yesterday. Additional questions could include whether 
she understands money values, has any responsibilities around the house, understands what 
is meant by "before" and "after," whether she is allowed to go around the neighborhood 
alone, stay at home alone, make dinner, or feed her pets. Determine whether a young child 
can distinguish between telling the truth and telling a lie, and what the consequences are for 
telling a lie (e.g., punishment such as not being allowed to watch television). Preliminary 
questions such as these should develop rapport and provide the interviewer with a good sense 
of whether or not a young child can meet the legal requirements of competency. (See 
competency questions in Chapter V, Section C.l.d. [2].) 

Establishing a common terminology is essential. Use language the child understands. If 
you do not, the result is often confusion, blank looks, or embarrassment. Avoid words like 
"incident," "penetration," "prior," "ejaculation," etc. Keep in mind that young children 
may have dolls, stuffed animals, pets and imaginary friends who have names and are a 
significant part of the child's life. You will not want to be confused by this when trying to 
connect events in the child's daily routine with the people around her. Ask the child to 
describe people she mentions. Sometimes abusers introduce themselves to children by using 
fictional names or names associated with well-known television or storybook characters. 
This is to undermine the child's credibility in the eyes of anyone she may tell about the 
abuse. Determining how she knows a person's name, where she met the person and what the 
person looks like should help clear up problems of identification. 

Remember too, that a child may have a name for someone which is inconsistent with that 
person's relationship to her. For example, "Uncle Bill" may be a close family friend rather 
than a natural uncle. Similar problems arise in situations when the family has split up. 
Fathers, stepfathers and boyfriends may all be called "Daddy" or by their first name. With a 
young child, consider having her guardian bring photographs to the interview of people 
involved in her daily life (if available). Do not use them to identify the abuser. Their sole 
purpose is to identify people close to the child before any abuse issues are raised. If used 
otherwise, you may provide the defense with an issue regarding the suggestibility of identifi
cation procedures. 

Be flexible. Your style or approach will vary depending upon the age and individual 
characteristics of the child being interviewed. Your goal is to establish trust, reaffirm that 
you are there to help her, and elicit an accurate account of what happened. Throughout the 
interview, try to strike a balance between being professional, objective and firm while still 
being friendly and understanding. Remember, she is probably as curious about you as you 
are about her. Try not to let young children get carried away with themselves or become too 
silly. 

6. Eliciting Facts About the Abuse 

Ask questions that are direct, simple, and as open-ended as possible, depending upon the 
child's level of comprehension and ability to respond. Avoid leading questions. It is impor
tant to be sure that the information given by a child is really coming from her and not 
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provided by the interviewer. Young children will probably be unable to respond to com
pletely open-ended questions such as "What happened'?" Instead, give children options and 
be specific without leading. For instance, when tryt.iu find out where abuse occurred you 
could first ask "Where did that happen?" If the child is unable to answer. you could choose 
a location you believe to be unlikely, such as the kitchen, and ask. "Was it in the kitchen?" 
The child then often say...No. it was in the bedroom." Appropriate follow-up questions 
could be, "Can you tell me more about the bedroom?" "Whose bedroom was it?" And if 
necessary, "Was it your brother's?" "Yours?" "Your dad's?" These questions should be 
asked one at a time, giving the child a chance to answer each question. Compound questions 
are often confusing for a young child. 

Ifyour questions have become specific and narrow, producing "ye~" and "no" responses in 
order to elicit needed infonnation from the child, try asking the child additional questions to 
clarify the answers and determine their reliability. One technique would be to ask, "Did it 
happen in the haUway?" "In the carT' "In the yard?" "In the closet?" If the child answers 
"no" to some questions and "yes" to others, this generally indicates she is not simply 
agreeing with everything. A "yes" or "no" answer to every option you present, on the 
other hand (especially if these result in clear contradictions), should cause concern and you 
must evaluate the case with great care. It may be that the child is extremely uncomfortable 
and does not want to answer questions, or it may be that she is unable to answer. 

There are other techniques for seeking further explanations of "yes" and "no" answers. 
To explore where the abuse occurred, you could ask, "How did you get to the bedroom?" 
An answer such as, "I was asleep and he came in and got in bed with me," or, "He carried 
me there after Mom left for work," should confirm the reliability of the child's answers. 

Try not to ask questions which sound accusatory such as, "Why didn't you try to stop 
him?" "Why did you let him touch you?" or, "Why did you wait so long to tell anyone?" 
Questions like these will only make the child feel more guilty than she probably feels already 
and reluctant to be open with you. There are better ways to find out what you need to know. 
For example, you could say, "Were you able to try to stop him?" "Explain what you were 
thinking/how you felt/what you did, when he touched you." "Did you tell anyone about 
it?" 

Remember that children can be very literal so choose your words carefuUy and vary the 
way you ask questions to ensure you understand each other. One example of a child's 
concreteness occurred during a trial in which the prosecutor tried to get the four-year-old 
victim to indicate where on her body she had been "hurt." Asking "Where did you get hurt? 
Do you have a name for the place you got hurtT', the child's answer was, "At home." 
Similar problems can occur with such questions as, "Did he touch you in any other way?" If 
the child thinks of touching as using hands or fingers, she may not reveal being touched by a 
penis. Similarly, if you ask, "Did you touch or do anything to (the offender)?" it may 
appear as if you are asking whether she initiated some activity. If she perceives that she was 
made to do something, her answer could be negative. When these situations occur, go 
further by asking, "Did any other part of his body touch you?" "Did he make you do 
anything?" Your sensitivity to her state of mind and use of language may go far to solve 
such communication problems. 

Children often make cryptic statements, the meaning of which is not immediately obvious 
to the interviewer. Rather than assuming you know what the child means or ignoring 
statements because they do not seem to make sense, pursue them. Try to clarify what the 
child is talking about and find out what she means. Although you will not always be 
successful, it is important to make such efforts since these statements' are likely to come up 
again later. Never threaten or try to force a reluctant child to talk or continue an interview. 
Let the child know that your questions may sometimes be confusing and that it is better to 
say so rather than try to answer a question she does not understand. Explain that you know 
some questions might be embarrassing and that she should teU you if she would rather not 
answer, instead of saying she doesn't know or can't remember. It is important to com
municate that there are no right or wrong answers; all you want is for her to teU the truth. 
Assure her that you don't expect her to know everything. Pressure during the interview can 
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cause a self-conscious and apprehensive child to withdraw and be further traumatized. If the 
child becomes distressed, try talking about less threatening subjects for a while and then ease 
back into the more" uncomfortable topic. If the chil~L:i.lill indicates she does not want to talk 
about it, or if she is giving obviously unreliable iii'rcifrnation , stop the interview. You can 
always try again another time if there is a likelihood that the situation will improve. 

If you sense that a child is fearful of revealing ~hat happened, ask directly whether she is 
scared to tell you and if so, what frightens or worries her. Try to deal with her fears and 
diffuse them honestly. For example, if the child tells you she is afraid she will be in trouble, 
ask her why she thinks that and reassure her if possible. If she indicates that she has been 
threatened in some way, you should let her know how you can protect her. (See suggestions 
in following section.) If she says she is afraid that the offender will go to jail, explain that it 
will be up to a judge to decide whether jail is needed, but that it will be the offender's fault, 
not hers, if jail is ordered. The child's extreme anxiety in divulging the abuse is under
standable. Many have kept their silence for years in the face of threats, and the benefits of 
telling this "special secret" may not be at all clear. This is especially true when other family 
members have denounced the child and pressured her to recant. You must acknowledge and 
respect the great risk she is often taking in telling you. 

a. FINDING OUT WHAT HAPPENED 

A good prelude to questions about sexual abuse with a young child is to ask the child to 
identify various parts of the body. Start with the arms, legs, head, etc., then move on to the 
genitals, breasts and buttocks. For example, you could ask, "What do you call the part of 
your body that you walk on?" "Can you point to it?" Lead up to, "What part of your body 
eats food?" "Can you show me where your nose is?" "What do you call the part of your 
body that you go to the bathroom with?" And, "Can you show me where that is?" Find out 
what terms are used by the child and use them as you continue the interview. Resist the 
temptation to teach a child the proper anatomical terms. They will sound unnatural and the 
child will appear to be coached if they are not words she would normally use. 

Anothc=r method which is sometimes effective with young children is to use pictures of 
incomplete "stick" figures and ask the child to complete them. Not only will this help to 
establish your rapport with children who enjoy participating in an activity, it will frequently 
elicit relevant information such as the inclusion of genitals on unadorned figures. This 
inclusion may indicate sexual abuse since an unabused child is unlikely to focus on that area 
of her anatomy. The abuse victim, on the other hand, is more likely to feel that her genital 
area is the only part of her of value to the outside world. 

(I ) Sample Questions in Sexual Abuse Allegations 

With a sexual abuse allegation, it is obviously important to have the child describe where 
she was touched and how. The following are sample questions intended to elicit pertinent 
information. Not all questions will be appropriate in all situations and additional questions 
should be asked as necessary. 

"Can you tell me what happened?" 
"Have you ever been touched in a way that made you feel funny or 

uncomfortable?' ' 
"By whom?" 
"How did it start?" and "What happened next?" 
"What part of his body did he use to touch you (hand, mouth, penis, etc.)?" 
"Where did he put his finger/his mouth/his penis?" 
"What part of your body did he touch?" 
"What kind of touching was it?" (If the child is puzzled by this 

question or can't answer, you could ask, "Was it like this?" and make 
a hitting motion on your chair or a table. Often she will then 
correct you and demonstrate the kind of touching.) 
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"How did it make you feel'''' (Do not assume it necessarily hun or was 
perceived by the child as unpleasant.) 

"Did he touch you anywhere else'?" 
"Did he touch you with anything else'!" 
"How were you dressed?" 
"How was he dressed?" 
"Did you always have your clothes on?" 
"Did he always have his clothes on?" (Because a child may be very 

literal and consider clothing pulIed up or down and not completely 
taken off as "on:' you often need to question further.) 

"Were you standing up, sitting down, or what?" 
"Did he kiss you-where?" (You may need to question funher here, since the child may 

have experienced "licking" or "sucking" rather than kissing.) 
"Did he want you to touch him anywhere?" "Where?" "How?" 
If the child describes touching or being touched by or seeing a man's penis ask questions 

about it: 
"What did that part of his body look like?" 
"Was it the same as yours?" 
"What do you call that on a man?" 
"How long or big around was it?" 
"What direction was it pointing?" 
"Did anything come out of it?" _ 
"Where did the stuff that came out land?" If the child says, "In the toilet," you need to 

question further to detennine whether the offender was perhaps simply urinating. If the child 
says, "In my mouth," you might then want to ask what it tasted like. It is this level of detail 
that can validate the allegation. 

"What did it look like?" 
"What did it feel like?" 
"Who cleaned it up?" "How was it cleaned up?" 
"Did he show you anything?" (Books, magazines, pictures, implements, etc.) 
"What did he tell you about what he was doing?" 
"Did he take pictures?" If yes, "What were you doing, or what did 

he want you to do when he took the pictures?" 
With teenage girls, "Were you worried about getting pregnant?" If not, 

ask, "Why?" 
"Have you seen a doctor?" 

(2) Physical Abuse Allegations/Sample Questions 

Physical abuse allegations will most often involve the child's parent or caretaker. The 
children most difficult to interview in these cases are those who have not disclosed abuse 
themselves but have been brought to your attention by a report from someone else. A 
teacher, for example, may notice a pattern of physical injuries that seem consistent with 
child abuse; or a doctor may suspect abuse as a result of examining or treating a child. In 
these situations, the child may not have initially revealed the abuse because she has been led 
to believe she deserves to be punished and does not recognize the assault as inappropria~e or 
abusive. For good reason, she may fear worse punishment if she tells. Further, she may be 
ashamed of her parents' or caretakers' abusive treatment and the bruises or scars it has left on 
her body. . 

It is often helpful in such cases to begin the interview with a discussion of the kinds of 
punishment used in the child's home. Be careful to broach this subject in a nonjudgmental 
way so that the child does not misinterpret your line of questioning and think she is in trouble 
with you. You might begin by acknowledging that you were occasionally punished as a 
child, and could discuss some of the commonly accepted reasons for and types of punish
ment. The following questions may be appropriate in physical abuse cases. 
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"What would happen to you if you did something bad or wrong'!" 
"Would you be punished in some way'!" 
"Who would punish your ~""-~ 

"What would he or she do'?" (Ask the child to describe any objects used.) 
"Do you know why (the offender) did this to you'?" 
"Did he say anything about it while he was doing it?" "What?" 
"How often does that happen'!" 
. 'What did you think about that'!" 
"How did you feel about itT' 
If the child has injuries such as bruises, scars, broken bones, etc., you can ask directly, 

"How did that happen?" If the child gives an impossible or unlikely explanation, and 
especially if she demonstrates discomfort and reluctance to talk, you might try pointing out, 
"I talked with the doctor in the hospital about how he thought it happened, and what you're 
saying doesn't make sense to me--can you tell me exactly how it happened?" Or, "If 
someone else had done this to you, would you feel like you could tell me?" Because 
physical abuse covers such a wide range of situations. specific questions will vary from case 
to case. Be flexible in your approach. Try to be as matter-of-fact as possible when you 
discuss the subject with the child. and be alert to both verbal and non-verbal reactions to your 
questions. 

(3) Child's Fears/Reasonsjor Sec:.recy 

Try to detennine if any threats, promises, or requests were made or rewards given to the 
child to prevent her from revealing the abuse-i.e .. to "keep it a secret." This type of 
infonnation may be difficult to discover because of the coercion applied or because of the 
child's positive feelings for the offender, but you should approach the problem directly. It 
may be helpful to use the following questions as a guideline. 

"Did he want you to tell other people about itT' 
If the answer to the above is "no." "How do you know he didn't'?" 
"What did you think would happen if you toldT' 
"What did he say?" 
The following questions are more directed and leading, and should be used only if 

necessary. 
"Did he tell you not to tell?" 
"Did he say something would happen or that you would get into trouble if you told?" 
"Did he give you anything afterwards or do anything for you?" 
"Did he say it was to be a secret?" 
If it appears that the child has been threatened and is particularly frightened. you should 

try to address her fears openly. Find out the type of threat made and who made it. Be aware 
that the threat may not have been made by the abuser but by an accomplice or someone close 
to him. Once this is revealed, it may be easier to break the intimidator's hold on the child by 
discrediting unrealistic threats or instilling confidence in the child that she will be protected. 

Some prosecutors have found it effective to bring in the detective assigned to the case to 
talk to the child, not about the case but about his or her responsibility to protect the child and 
her family. Have him or her show the child his or her badge or pictures of his or her children 
and pets and otherwise make the child feel comfortable. It is likely that the child has already 
met the officer but has associated him or her with uncovering a secret for which she or her 
family will be hanned. He or she is less likely to be viewed as someone responsible for 
preventing harm to her family. A weekly follow-up call by the officer to the child just to say 
hello and talk for a minute or two can do wonders. 

If a child is not responsive to this approach, many interviewers try to get the child 
involved in an activity which will help the child unconsciously bring her fears and their 
causes to the surface. Asking the child to list her "favorite" people and things and then the 
most "scary" people and things in her life may provide clues upon which to direct your 
efforts. (See additional suggestions in Section A.7. of this chapter.) 
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b. FINDING OUT WHO WAS INVOLVED 

A child's identification of the abuser will probab~t be elaborate. Most children know 
the offender and will be able to name him. although in some cases the child may not fully 
understand his relationship to her. You should be able to ascertain from other sources the 
nature and extent of the relationship. It is important to determine how the child felt about the 
offender before the abuse and how she feels about him now. 

Ask the child whether or not she has been touched like that or has had similar things done 
to her before. Even with teenagers there is a need to know if there may be another 
explanation for any medical findings. Find out who the first person was that she told about 
the abuse and whether anyone else knows about it. Determine whether the child knows 
others who may have been victimized by the offender. 

The following are examples of questions in these areas. 
"How did you feel about (name of offender) before this happened?" 
"How do you feel about him now?" 
"Does anyone else know about this?" 
"Who'?" "How do they know about it'!" 
"Did you tell anyone about it'?" 
"Who was the first person you told/tried to tell'!" 
"What did that person say/do'?" 
"Who did you tell next?" and "What did they say/do'?" 
"Who else did you tell?" • 
"Was anyone else around when this happened?" 
"Where were they?" 
"What were they doing?" 
"Do you think he has done this to anyone else?" 
"Who?" "Why do you think that?" 
Or, "How do you know?" 
"Has anything like this ever happened to you before?" 
"Has anyone else ever done anything like this to you?" 

c. FINDING OUT WHEN AND HOW OFTEN IT HAPPENED ... 

Ascertaining from the child precisely when the assault or assaults took place is normally 
difficult. A child's response will generally depend upon her particular developmental level, 
how recently the last incident occurred, and the number or continuing nature of assaults the 
child has experienced. Children may confuse incidents that occurred at different times, 
especially if the abuse was chronic. Despite these difficulties, do your best to find out when 
the abuse occurred and how often. If you file the case, you will need to decide what time 
period to allege and the number of charges to file. (See Chapter 111. Section B.3.b. and c.) 

Normally you should refrain from asking a child the exact number of times she was 
assaulted. Rather, try to determine whether it was more than once and, if so, how 
frequently~very day. about once a week, about once a month. or whatever. Also, try to 
determine if there was a time of day the abuse normally took place, If, for example. it 
occurred during Mom's regularly scheduled shopping time or during periods in which Mom 
was working at her part-time job. the prosecutor can try to verify the offender's exploitation 
opportunities. On occasion, children may recall specific incidents by associating them with 
other important events in their lives such as holidays, birthdays, grade in school. or summer 
outings. If this happens. you can check with others who know the child to verify dates. 

Ask the child how the abuse started and what she can remember about the first time it 
happened. Ask her if she can recall the last abuse episode and how or why it ended. Try to 
narrow down the time frame by asking the child if she can remember how old she was. what 
gnlde she was in. what school she was going to, what house or city she was living in, or 
similar questions about other events in her life at each of these times. Occasionally. an older 
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child will keep a diary or calendar. sometimes making reference to abuse incidents or the 
abuser. or to other events that coincide with abuse. 

d. FINDING OUT WHERE IT TOOK PLACE ----~ 

Abuse frequently occurs in the child's or offender's home. but it can also occur in a 
variety of other locations. If the child has moved around. it is important for jurisdictional 
purposes to find out in what state the abuse occurred and the county or town for purposes of 
venue. If you discover that the abuse occurred somewhere outside your jurisdiction, do not 
just end the interview. Question the child further to find out if anything might have happened 
in your jurisdiction as well. Also. complete the interview so that you are not suddenly cutting 
off the child's confidences. and then explain that you will be contacting the appropriate 
jurisdiction and passing on the information. 

Do your best to relay a complete account of the interview to the proper officials so that you 
minimize the chances of a repetitive interview in the new jurisdiction. 

Besides determining the general location of the abuse. obtain whatever descriptive infor
mation the child can give about the room or immediate location in which the abuse took 
place and where and how close family members or others were at the time. Determine 
whether the child can give you details about the precise location of the abuse--e.g., on a 
bed. on a sofa. or on the floor by the bed. Tracking the child's normal daily and weekend 
routine can often be helpful in corroborating the location of abuse occurring outside the 
home, for example, in a car. at schoo), or in an office. Always ask if there was anyplace else 
abuse occurred after the child has described one location. 

7. Special Techniques 

The foregoing discussion assumes you have been able to converse with the child and elicit 
verbal responses. Alternative strategies may be called for in other situations as discussed 
below. 

a. RELUCTANT OR RECANTING VICTIMS 

The prosecutor handling child abuse cases should not be surprised nor too discouraged by 
a child's reluctance to reveal abuse. The complex and confusing nature of an abusive 
relationship or incident makes reluctance to tell a natural reaction. Even the most sensitive, 
well-educated and experienced interviewer will not always be able to elicit meaningful 
responses from every child. Flexibility, ingenuity and sensitivity are necessary to overcome 
a child's reluctance. Each case and each child will be unique. Your style and questions must 
be tailored to fit the needs of the individual at that particular time; consequently, there is no 
script of questions or single method of interviewing that will guarantee success in every case. 

(I) Sensitivity to Child's Emotions 

Try to be alert to the child's feelings and reactions as you speak and be aware of your 
own emotions. Sometimes it is difficult to maintain poise when a child suddenly reveals 
something shocking. Be prepared for anything, remain neutral, and respond in a non
judgmental manner. If you are taken by surprise, say something like, ••And what happened 
next?" to give you some time to collect your thoughts and decide how best to respond. If you 
are feeling pressured to get information from the child, are anxious, enthusiastic, sad, upset 
or repulsed by what she has described, and if these feelings are apparent to the child, she is 
less likely to be open with you. The apprehension an abused child already has about 
disclosing will cause her to be extra sensitive to any potentially negative or pushy messages 
you communicate, whether deliberate or not. Always consider how your questions, tone of 
voice, and body language are likely to be interpreted by the child and adjust them to set the 
child at ease. 
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It is often helpful to acknowledge the difficulty a child has when she is sad, scared, 
embarrassed. confused or perhaps guilty as she tJl.tks to you. Appropriate questions or 
comments include: "Sometimes it can be kind of hat.~ary/embarrassing/sad/confusfngto 
talk about these things." "Does it make you feel bad to talk about this?" "How are you 
feeling?" "Lots of kids feel sad/embarrassed/scared/worried/confused talking about stuff 
like this-why do you think they might feel this way?" "Can you tell me how you're 
feeling?" "Can you tell me what you're thinking right now?" "I would like to understand 
what might be bothering you so 1can try to help." Letting the child know you understand her 
difficulty and giving her a chance to express her feelings will often make it easier for her to 
tell you what happened. 

(2) Special Strategies 

A variety of other techniques are available to try to encourage children to discuss abuse 
issues. Sometimes these are used by professionals as part of their standard procedure at the 
beginning of an interview and other times only when a child has difficulty. The references 
listed at the end of this chapter contain detailed discussions of a number of these ideas and 
are good resources for anyone who interviews children frequently. Some of these techniques 
will be briefly reviewed below and in later sections. . 

Lists can be used, as was pointed out previously in Section A.6.a.(3) of this chapter. A 
child can be asked to list the people she lives with or comes in contact with and then asked to 
tell what she likes and does not like" about each one. She can be asked to list her "most 
favorite" people or things and "least favorite" people or things, "good secrets" (those which 
will always eventually be told such as surprise parties and presents) and "bad secrets" (those 
which someone never wants you to tell), examples of "good touching" and "bad 
touching," things she is afraid of, places and people she feels safe in or with, and those she 
does not. You can ask her to tell you what she has liked and not liked about growing up, or 
what was the most fun and the least fun she's ever had. The use of lists such as these with 
appropriate questions about why someone or something is on a particular list often prompts a 
child to reveal abuse, which can then naturally lead to a more detailed discussion. 

Another approach is to ask the child if she has any problems you might be able to help her 
with, reiterating that your job is to help children and families with problems. If the child does 
not respond, you might ask her to describe problems she is good at solving, and problems 
that might need someone else's help to solve. Sometimes this will lead a child to disclose. 

Discussions about privacy sometimes yield information about abuse. Some interviewers 
have children draw a diagram showing rooms in their house, or use a doll house and ask if 
they know what privacy is--being alone when you want to be. They then ask when the child 
likes to have privacy, where in the house she has privacy. what she does when she has 
privacy, and how others react when she wants privacy. 

More than one interview may be necessary with the reluctant or recanting child. Some
times it is best to simply let the child get to know you and build trust and rapport in the initial 
interview. Disclosures may occur later. Also, they may be tentative as the apprehensive 
child gauges your response and the consequences of her revelation. You must allow for the 
child to tell you at her own speed and realize that her emotional state will not necessarily 
conform to your expectations or need for a clear and complete statement. When there are 
delays in disclosure, it is important to have the interviewer remain the same. One way to 
minimize problems in the'case of multiple interviews is to avoid letting too much time pass 
between interviews. Try seeing the child two or three times in one week if possible. 

If a child is still reluctant to talk about what has happened, consider asking her to show 
you or tell you in drawing, by using anatomical dolls, by writing it down, by telling a puppet 
or other doll, by whispering it to you or a tape recorder, or by role-playing. (Some of these 
methods are discussed in greater detail in the sections which follow.) Whatever method you 
try. never ask or tell a child during an interview to "pretend" or "imagine" with regard 
to anything you talk about. Furthermore, do not promise that no one else will be told what 
she tells you. 



11-16 INVESTIGATION 

If you are considering one of these strategies to help the child reveal what happened, find 
out as much as you can in advance from books, articles and talks with other professionals. 
Always be careful to consider how your use of a s~ technique will come across "in court 
if the case should go to trial. If the child is in therapy, it would be wise to check with the 
therapist for suggestions on how you might best communicate with the child and overcome 
her reluctance. 

If you are interviewing a child you believe to have been abused (based on all the available 
evidence) who has recanted or taken back a portion of earlier statements, le~ her know that 
children who have been abused sometimes decide to say it did not really happen because it is 
so difficult to handle the confusing feelings and everything that happens when they tell. 
Follow with, "Could that be you?" or, "Could you be doing that?" A child might be asked, 
"Can you think of any reasons a child might change a story about what happened to her?" 
This could clue you in to her reasons. Another tactic would be to ask her what she told the 
person to whom she originally reported the abuse, and then tell her you do not understand 
why she said one thing then and another now. Often the child will be unable to give a 
convincing explanation regarding why she supposedly lied when she first told. You might 
then be able to get her talking about the pressures that led her to say nothing happened. 

Still another approach is to ask the child to explain what she would do or say if something 
like this really had happened-would she decide to tell or not tell? It is not uncommon 
for the recanting child to say she would not tell and then you could ask her why. As she 
explains her reasons, which usually involve all the negative consequences she has experi
enced from telling, you could point out that all these things seem to be happening to her. You 
wonder if saying nothing happened is her way of trying to stop the unpleasantness she is 
going through. If the offender has confessed, yet the child is recanting, ask her why she 
thinks he admitted something if it didn't really happen. 

As frustrating as these situations are, you must try to understand the child who recants. 
She is almost certainly a child in turmoil, and aggressive confrontation rarely, if ever, will 
help resolve the turmoil-at least in the short run. Your best chance of gaining her trust lies 
in showing her that you are genuinely concerned, supportive and sympathetic to the pres
sures she faces. You won't break through her denial by making her more miserable. Only 
when she believes that revealing the truth will resuJt in more positive than negative repercus
sions will she be comfortable enough to do so. . 

b. USE OF DOLLS 

Anatomical dolls are widely used in prosecutors' offices, police departments, and case
workers' and therapists' offices across the country. They are sold by a number of manufac
turers, and sets including boys, girls, men, women and with different hair and skin colors are 
available. These dolls normally have openings for mouths, anuses and vaginas, and include 
breasts, penises and testicles. Sometimes when a child is hesitant to tell you or has difficulty 
finding words to explain sexual abuse, she may be willing to use the dolls to show you what 
happened. Anatomical dolls should not be used with every child however; some children will 
be uncomfortable with them, others will not need them. If you plan to use the dolls to assist 
with interviewing, careful thought and attention must be paid to your methods. 

Many professionals recommend that the dolls be used only after a child has related that 
sexual abuse occurred. This will avoid later objections to their use based on concerns that 
they are suggestive of sexual activity because of their body parts and can lead a child to play 
with them in a way which indicates abuse where none actually happened. Such concerns are 
increasingly voiced by defense attorneys. The controversy over the use of anatomical dolls 
also points out the need not to read too much into a child's play alone with them. Children 
are naturally curious and can be expected to touch, poke, and explore the dolls when first 
introduced. Unless the child's play is accompanied by a clear explanation that the child is 
showing you what someone did to her, it does not necessarily signify abuse. For further 
information on this topic consult related articles on the reference list at the end of this 
chapter. 
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When introducing the dolls to a child. it is important to clearly establish right away that 
the dolls are yours. Otherwise the child may think ~.h.~_ can take them with her when you are 
done. Using dolls with hair and skin color appro~Mc to the child's ethnic and cultural 
heritage and situation can be very helpful. if such are available. You might start by saying, 
"I have some special dolls that help me talk to children. Would you like to see them?" You 
could then explain that they are special because they have all their body parts, and show the 
child by undressing one and perhaps having her undress one or more. See how she reacts and 
try something else if she is too uncomfortable with them. 

Determine whether the child can point out which doll is a boy, a girl, a man, and a 
woman. Using the dolIs. you may want to have the child point out and name different parts 
of the anatomy. When the child seems at ease with them, you can try having her use the dolIs 
to show you how the abuse happened, asking if she can help you to understand exactly what 
happened by showing you with the dolls. Then have her pick a doll to be her,' one to be the 
offender, and any others which are appropriate. Remember not to ask her to pretend or 
imagine when using the dolls. As the child uses the dolls, ask her to clarify what is going on 
with questions such as, "What is happening now?" If she asks you to help or do something 
with them, do so, but ask her to be specific in telling you what to do. Do not do anything 
with them on your own unless you are instructed to by the child. Using the dolls to get details 
in this way may give you information you otherwise would not have. 

c. USE OF DRAWINGS 

Almost every prosecutor who has worked with children knows the value of letting a child 
draw or color, either as she waits or as a way of breaking the ice and getting acquainted. 
Some prosecutors' offices even have special coloring books which tell a child what to expect 
during the court process and which she can keep. Drawing is sometimes used in a more 
directed fashion as an aid to interviewing and a way of getting additional information about 
abuse. Special training and expertise is needed to interpret a child's drawings and prosecu
tors should not attempt to do so. However, in some cases you might want to consider asking 
questions and listening to the child as she draws. Do not count on having the child's 
drawings admitted as evidence though, since they may not always be deemed admissible by 
the judge. . 

It is often revealing to ask a child to draw her family in a case involving abuse within the 
family. Note whether there is normal ordering and relative sizing of individuals in the child's 
family. Who the child draws first, largest, or with exaggerated hands or other bodily features 
may tell whom she perceives as most powerful within her world. Make sure she draws 
herself also. Omission of arms and hands is not unusual in the self-portrait of a sexualIy 
abused child; this may indicate feelings of powerlessness. Pay attention to a child's scrib
bling which often signifies anxiety, particularly when the child obliterates a portion of 
someone's body. If the child draws genitalia without being asked, try to find out the reason. 

As she draws, ask her to tell you the name of each person and perhaps what they are 
thinking, feeling, and will be doing next. Ask her if this includes everyone in her family and 
if necessary clarify what family-natural, foster, etc. Ask her to include anyone else with 
whom she lives. At this point you could ask the child to list what she likes and does not like 
about each person she has drawn. 

If the child is unwilling to draw people, you can try having her draw her home. You can 
ask her to draw the different rooms as if you were flying over and could see them from 
above. You could then ask her to describe some of the things which go on in the different 
rooms and perhaps discuss privacy. 

As the child gets close to disclosing abuse, drawing allows her to break eye contact which 
might make her uncomfortable. If a child reinforces something she draws, ask about it since 
this usualIy indicates it is something she is thinking about. When she actually does disclose. 
ask her to draw if that makes it easier, and then to explain exactly what she has drawn. Be 
sure to keep any pictures the child draws for you, indicating who drew them and when on the 
back. Take notes about what the child says as she describes her pictures. but do so on another 
piece of paper in case you show the pictures to the child at some future time. 
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d. TEENAGERS 

Interviewing techniques with teenagers vary w~e individual. Peer group acceptance 
and pressure is paramount in the daily life of teenagers and may control whether they will 
relate exactly what happened to them. Try to be supportive, yet don't be afraid to be direct. 
As with the young child, a prosecutor needs to establish rapport with an adolescent before 
the interview begins in earnest. Try to get a sense for the teenager beforehand if possible by 
talking briefly with someone who knows her and reviewing any available records. Express a 
genuine interest but don't draw the preliminaries out too long. An apprehensive adolescent 
will be sensitive and suspicious if you spend a long time with "small talk." 

Your initial meeting with the teenager should establish a relationship, cover any common 
ground that may exist, and provide basic information. Be aware that a teenager's image of a 
prosecutor may be negative. Not only are you a stranger but you are an authority figure 
closely aligned with the police who may be disliked and feared or should at least be avoided. 
Being professional but personable will go a long way to crack the otherwise unpleasant image 
of the prosecutor. 

Covering common ground initially is the best way to offset any of the akwardness common 
to strangers of distinct age groups who must ultimately discuss embarrasing and frequently 
painful experiences. A good victim advocate can be of considerable help at this stage by 
moving the conversation around, sharing anecdotes and experiences, showing a friendly as 
well as professional rapport with the prosecutor, and later by helping the prosecutor in assessing 
how best to handle future interviews or meetings. The victim advocate should not remain 
during the entire interview, but should leave at some prearranged signal or time. This per
mits the prosecutor to have a pesonal exchange with the teenager if then appropriate. 

Adolescents will generally be impressed with your interest in the significant events in their 
lives-school activities, hobbies, likes, and dislikes. Whether correct or not, a problem 
common to most teenagers is their feeling that parents do not take as much interest in them or 
the important events in their life as they should. 

Although there will be some differences in approach depending upon whether the teenager 
is a boy or a girl, it helps to acknowledge the difficulties of discussing these subjects with 
both. At the right moment tell the teenager that you know she probably does not want to be in 
your office or have anything to do with the police, you or the courts. Assure her that you 
understand but explain how widespread the problem of abuse is. Give her examples of the 
number of cases you have had similar to hers involving young men and women of the same 
age. Let her know that her feelings are similar to those of anyone victimized in this manner 
and that your job is to serve as her guide through the criminal justice system. It is important 
to convey your experience, knowledge, and skill in this area without promising to perform 
miracles. Part ofthe teenager's problem-common to most victims injected into the criminal 
justice system-is her lack of knowledge about what to expect. 

As you talk to the adolescent about abuse, keep in mind that you need to find out who, 
what, when, where, how, and how often. Embarrassment can be your biggest hurdle with 
this age group. Make clear you are not judging her and explain how important it is to be 
honest with you. If the offender's knowledge of the child's age is an issue or potential 
defense in your case or jurisdiction, be sure to cover this subject fully with the adolescent, 
Find out whether she ever misrepresented her age to the offender, whether the offender knew 
or celebrated her birthday, knew her grade in school and had any other information that 
might show his awareness of her age. 

Give the teenager an honest appraisal of the case and how you are going to help her 
prepare. Give examples she can understand and provide her with overall basic information. 
Let her know that you care not only about the outcome of the case but about her welfare. 

Alert the teenager to the dangers of speaking to others about any facet of the case or any 
details of the abuse (friends or otherwise). Try not to alarm her, but apprise her of the 
possibility that the defense will use investigators if you anticipate this could occur. More
over, mention that the defense could subpoena anyone they believe she has spoken to about 
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the abuse or any denials of buse. Explain to her that denials to friends (meant to avoid the 
embarrassment or stigma a. sociated with the abuse},:;:",:i,D be"damaging should a trial become 
necessary. Give her whatever assurances you can aiJrnir protecting her name and details of 
the case from widespread public disclosure. lt helps if you can say the newspaper does not 
print victims' names and that you can ask for other witnesses including her parents to be 
excluded from the courtroom when she testifies if she wishes. 

Some prosecutors arrange to show the victim around the office while introducing her to 
one or two other prosecutors and perhaps another victim advocate. The idea is to introduce 
her to others as you would a friend or acquaintance without referring to her as a victim. This 
approach has a threefold purpose: it will give her a little insight into the rhythm of a 
prosecutor's office; it will demonstrate there are more than a few friendly people there; and it 
should provide her with a sense of relief that she is not looked upon or treated differently 
because she has been abused. This should have an overall positive effect on her and help you 
prepare for trial. 

Stay in touch with the adolescent on a regular basis prior to trial. Teenagers are even more 
likely than younger victims to carry a great deal of guilt and reduced self-esteem as a result 
of abuse. Often they will have had to deal with an abusive situation for a lengthy time, and it 
will have caused other problems in their lives. If you lose contact with the teenage victim, 
you may face unnecessary difficulties by not knowing what is going on with her. 

If the teenage girl describes abuse involving intercourse, always ask whether she was 
concerned about becoming pregnant.Jf she indicates she was not because of something the 
offender said or did--e.g., he used a condom or told her he had a vasectomy-you will have 
some possible corroborative evidence. If she indicates no precautions were taken. you need 
to make sure she is seen by a doctor who will give her a pregnancy test. Often the teenager 
will not have told her parents about intercourse. will not want to, and thus will not have had 
appropriate medical attention. 

When interviewing adolescent boys, keep in mind that there are usually special difficul
ties. For young boys, a sexual assault by a male will provoke concern about their mas
culinity, both from the standpoint of what other people may think and from what they 
assume the offender thought in selecting them. An assault by a female, on the other hand, 
presents its own problems for young boys since it may be viewed by others. as not very 
serious or certainly nothing to complain about. Try to be sensitive to their feelings and help 
them understand how they were taken advantage of and why they are not responsible for 
what occurred. Encouraging the adolescent victim-male or female-to obtain counseling is 
one of the most important things you can do. 

When the teenager is reluctant to tell you about the abuse, she will sometimes be willing to 
write it down. Another technique which is helpful with some is to ask them to complete 
sentences such as: 

"I would like to... " 
"The best thing that ever happened to me was " 
"The worst thing that ever happened to me was " 
"My biggest problem is ... " 
"I am afraid... " 
"There are some times when... " 
Even if what they write does not mention the abuse, they often reveal something that will 

allow you to discuss their feelings and can lead to a discussion about abuse. Be patient and 
convey a sense of respect for their feelings. 

8. Ending the Interview 

End your interview with the child on a positive note. Thank and praise her for being brave, 
doing well and helping you. Have her help you review your notes for accuracy if you think it 
appropriate. Children usually respond to requests for assistance quite well. Ask if the child 
has any questions for you and answer them honestly. It is extremely important not to mislead 
the child---she must be able to trust you. If you intend to see the child again, mention it to her 
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and try to make it something she will look forward to. Whether you explain to the child what 
will happen next. including possible court appearans!~:\. should De based upon your interview 
experience. At the very least. let the child know ho~e can contact you if she remembers 
anything else about the abuse or has questions. Often. giving the child your business card 
makes her feel important and helps to establish rapport for any future contact. If the child has 
not disclosed abuse but you suspect something happened. it is a good idea to talk to the child 
about places where and people with whom she feels safe. Discuss how she would go about 
protecting herself if she found herself in a threatening situation. 

If the interview is near to the trial date. you may wish to talk about what will happen at the 
trial and prepare her for the always present possibility of a last minute continuance. Do not. 
however. extract promises from the child regarding upcoming testimony. Most chiidren 
cannot project themselves into an unknown situation and predict how they will behave. 
Remonstrations about testifying in court or the "trial" will have little real meaning to the 
child and may cause distress or outright fear. 

Provide the parents or chiid's guardian with simple. straightforward information about 
what will happen next in the criminal justice system. the approximate time period involved. 
and the likelihood of trial vis-a-vis a guilty plea. Giving them practical insight into the 
system based upon your experiences will lessen the impact of any problems you may 
encounter. Make no promises you cannot keep. Instead. enlist their cooperation and let them 
know who to contact for status reports. emergencies. additional statements or questions of 
the child, or any other reason. Also. express your appreciation and understanding for the 
effort that they are making by reponing the abuse and following through on the process. 

9. Assessing Validity 

Determining whether a report of abuse is reliable and valid is a process of evaluating all 
available information and evidence. The existence of evidence such as eyewitnesses. con
fessions. or pictures, home movies or videotapes depicting the abuse should leave virtually 
no doubt about the authenticity of an allegation. Likewise. conclusive medical evidence will 
make the determination easy. Realistically. however. this kind of definitive corroborative 
evidence is rare. particularly in child sexual abuse cases. In the majority of cases you are left 
with the child's statements to you and others, together with evidence that may be consistent 
with. but in and of itself, does not prove abuse. These factors include behavioral and 
emotional characteristics of the child and suspect seen by others, indirect medical findings, 
items which conform to descriptions given by the child. and the existence or lack of 
opportunity for the suspected offender. As a result. the child's statements represent the 
primary source of information with which to assess the validity of an allegation of abuse. 
This section will focus on factors to consider in evaluating the credibility and reliability of a 
child's statements. 

a. ELIMINATION OF OTHER EXPLANATIONS 

Throughout the investigation and during your interview with a child, consider alternative 
explanations for the charges that would indicate there was no abuse or that someone else was 
responsible or that other, perhaps additional. perpetrators were involved. As you talk with 
the child. look for sufficient confirmation of the people involved and circumstances de
scribed so that you can rule out any possibility of deliberate falsehood. misinterpretation of 
innocent contacts. or coaching by someone else. Keep in mind potential defenses raised by 
the suspect and determine to your satisfaction whether you can eliminate other possibilities 
that might account for the child's statements. 

b. DETAIL 

In a sexual abuse case. the nature and amount of detail supplied by the child may be 
convincing. A young child who has been sexually abused will often demonstrate an accurate 
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knowledge of sexual anatomy and functioning beyond the norm for her age and background. 
For example, a four- or five-year-old may descri~_a _~penis becoming erect and then ejacu
lating. perhaps accompanied by masturbation. in ~ay which leaves no doubt that she 
witnessed a sexual act by the male offender. Accurate relation of details such as the taste or 
consistency of semen would allow you to eliminate other potential sources of knowledge for 
this information such as cable television. pornographic magazines or movies, or witnessing 
others engaged in sexual activity. Often a child will recount idiosyncratic or highly per
sonalized details which lend credence to her statement--e.g., telling you what she was 
thinking, how it felt, or details significant to her. A child's total inability to furnish details 
demonstrating familiarity with a sexual act supposedly committed on her may indicate the 
absence of abuse, unless this can be explained by fear, embarrassment or lack of verbal 
skills. Remember too though, that the younger a child is, the fewer details she will be able to 
provide. Nevertheless, always look to see whether the child can furnish details, what those 
details are, and whether some other experience (prior abuse or exposure to pornography or 
sexual activity of others) could account for the amount and accuracy of knowledge she has. 

c. WORDS USED 

The words used by a child to describe something which really happened should generally 
be her own and age-appropriate. For instance, a three-year-old's description of sexual abuse 
as, "My dad peed on my tummy... he was pressing his butt (her word for both male and 
female genitalia) against my butt and" we were stuck together," is graphic and appropriate to 
her age. It is highly unlikely an adult would have coached a child in such terms. The use of 
non-leading questions provides further assurance that these are her own words. Later state
ments of a child may include language used by others and may sound less credible. In such 
cases look at earlier statements and descriptions she gave. Make sure you know terms 
normally used by the child to describe anatomy. Some children are taught adult terminology 
such as "penis," "vagina," and "anus" at a young age, and their use of such words need 
not signify unreliability. Others sometimes learn colorful, descriptive, slang or sometimes 
even technical words from an abuser. However, words like "rape" or "molest" coming 
from a young child in early interviews are fairly unusual and may be suspect.. 

d. CONSISTENCY AND VARIATION 

In determining the reliability of a child's statements, another factor is internal 
consistency-within a single interView as well as over time and different interviews. This is 
not to say that the child's account will be exactly the same each time. A statement that 
sounds memorized or like a rote recital when repeated should be scrutinized carefully. Such 
cases may indicate coaching. A genuine account can be expected to show variation about 
peripheral aspects, particularly when multiple incidents have occurred, but should not 
contain major changes about core, central events such as who was responsible for the abuse. 
(With multiple perpetrators, however, the child may not reveal all of them right away.) 
Progressive disclosure by the child in which she gradually reveals the extent of abuse-i.e., 
telling you additional rather than totally different information in subsequent interviews-as 
she feels more comfortable, is not indicative of an unreliable statement. 

Recantation when there is pressure on the child such as an unsupportive family, also dOes not 
necessarily mean prior statements were untrue. If a child does recant, you must look for the 
reason. Considered in the context of the entire situation, this is not always inconsistent with a 
legitimate abuse allegation. 

A child who has been coached to lie or is lying on her own will normally tell an entire 
story from the beginning without hesitating. Keep in mind, however. when you talk to a 
child who has been interviewed a number of times before. she may have developed a style of 
relating information which sounds like rote recital as a way of coping with repeated requests 
to divulge difficult and embarrassing facts. Your ability to review complete information 
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about the circumstances of and her vocabulary in initial disclosures should allow you to 
evaluate the situation more confidently. 

~ 

e.	 CHILD'S MANNER AND EMOTIONAL RESPONSE 

Often a child's actions, reactions, emotions and general affect during the interview will 
give you a good sense of whether an account is genuine. Based mainly on the interviewer's 
instinct and intuition, these factors are probably more subjective than objective, but can be 
some of the best measures of a child's credibility. If a child expresses emotion during an 
interview, consider whether it seems believable and genuine. When a child is hesitant or 
reluctant to discuss questions related to anatomy or abuse, note whether she seems simply 
embarrassed or fearful and perhaps ashamed. A child who feels responsible for or guilty 
about the abuse, who is honestly fearful of her revelation's negative consequences, or 
protective and truly concerned for the welfare of the abuser is showing characteristics 
compatible with honesty. When you initially ask questions about abuse, the child may be 
hesitant to respond or may deny any knowledge of the event. Ask yourself whether she 
seems sincerely unfamiliar with what you are saying or is avoiding your questions delib
erately. Children who become uncomfortable and evasive are probably afraid, and this can 
be an important clue to the validity of an allegation. Blank or quizzical looks, on the other 
hand, could indicate a real lack of knowledge of what you are asking about. (Be sure you are 
not simply being misunderstood by the child.) 

f	 CONTENT OF STATEMENT 

Related to your assessment of the child's vocabulary, details provided, consistency and/or 
variation of statement, and general emotional response, does your evaluation of whether the 
actions she describes make sense? Is she telling you something which is physically impos
sible? Could she or someone else have misinterpreted an innocent touch as sexual? Elicit and 
consider all the details you can and use common sense. Does her description seem to fit 
common patterns of abusive situations? Suzanne Sgroi, in her Handbook ofClinical Inter
vention in Child Sexual Abuse (Lexington, Massachusetts: Lexington Books, 1982), con
siders the presence of the following elements in a child's account of sexual abuse as 
indicative of credibility: 
•	 Description of multiple incidents over time, particularly where the offender is known to 

and has a relationship with the child; 
•	 Description of a progression of sexual activity-e.g., beginning with fondling and leading 

to oral sex and then to vaginal or anal intercourse; usually over time rather than in a single 
incident, especially if occurring within the child's family; 

•	 Elements of secrecy indicating express or implied understanding between the offender and 
child that she was not to tell; and 

•	 Elements of pressure or coercion indicating a misuse of the power, dominance or authority 
of the adult offender including:. 
Engagement phase: misrepresentation of moral standards, Ul'e of bribes, pressure or 
coercion to force or trick a child into submitting to Sexual activity; 
Secrecy phase: tactics similar to those used in engagement phase used to prevent dis
closure; 
Suppression phase: pressure or coercion used to undermine child's credibility and force 
withdrawal of complaint following disclosure. 
At some time during the course of your dealings with abused children, it is highly likely 

you will encounter descriptions of very strange sounding activity or aspects of the abuse. 
These could involve pornography, sadistic behavior, or ritualistic behavior perhaps with 
satanic or other cult-type overtones. This can occur in both physical and sexual abuse 
situations. No matter how unusual, do not automatically discount a child's statements 
because they contain such information. Listen carefully to see if the child is giving a clear, 
vivid and detailed description of events. 
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The more outrageous abuse seems. the more skeptical many people become because they 
prefer not to believe such acts could actually be p~Jted against vulnerable children. The 
sad reality is that some people are capable of c()mmitting horrendous offenses against 
children. In fact. abusers may deliberately include unusual features in their abuse to protect 
themselves-i.e .. making the child less believable in the event she discloses. A convincing 
and detailed description of highly unusual behavior. assuming the things described are not 
physically impossible and the child is otherwise in touch with reality. may add to rather than 
detract from the child's credibility. Children do not have the capacity to fabricate a plausible 
scenario involving matters wholly outside their experience. (See Chapter I for further related 
information. ) 

g. EXISTENCE OF POTENTIAL MOTIVE TO FABRICATE 

Your evaluation should consider what motives the child may have to fabricate or others 
may have to coach a child to allege abuse when none occurred. Keep in mind that when 
children lie it is normally to avoid trouble rather than create it. and an abuse allegation 
typically has many negative consequences. The younger a child is. the less likely she is to 
have the ability to invent and maintain a persuasive and cohesive story about abuse. 
particularly sexual abuse. Further. the mere existence of motives should not in and of itself 
lead you to conclude that an allegation is invalid. 

If the child is old enough to tell you. ask her what she would like to see happen as a result 
of having disclosed the abuse. A child who says she only wants the abuse to stop is unlikely 
to have ulterior motives. Sometimes an indication of desired or anticipated consequences and 
who led her to expect them will make vengeful motives apparent. Anger and wanting the 
offender punished are natural reactions. however. If anger is the only emotion exhibited. the 
case may deserve closer scrutiny. Moreover. if the anger seems misdirected. explore other 
possible explanations. 

If the child has been a victim of abuse in the past. determine what the abuse was and what 
happened. You must then consider the likelihood that she could be seeking a result which 
occurred before--e.g .• attention or removal from home. An abused child often becomes the 
victim of more than one abuser. For example; a child who has been sexually abused 
frequently equates affection with sex and may later use sexually provocative behavior 
(consciously or unconsciously) to get attention. That behavior can make her more vulnerable 
to future abuse. Similarly. a child exposed to physical abuse in a violent family may continue 
to be abused after the initial offender has left the home since the nonabusing parent tends to 
continue forming relationships with abusive people. 

Recent concern about false allegations has been greatest when accusations against a parent 
surface during a divorce or custody dispute. These situations are among the most difficult to 
assess but deserve serious attention. All of the factors previously discussed should be 
considered. Chapter 7. "Child Sexual Abuse Allegations in Divorce Proceedings," of 
Sexual Abuse o/Young Children by Kee MacFarlane (New York: The Guilford Press, 1986). 
is an excellent resource on this topic. 

The primary worry when a divorce and custody dispute are involved is that one spouse 
coached the child to allege abuse in order to hurt the· other parent or gain custody. Pro
fessionals who deal with these cases regularly recognize that while this is not impossible, it 
is probably rare. Parents who genuinely care for their children are unlikely to putthem 
through the additional distress. confusion and unpleasantness that accompanies abuse allega
tions unless they really believe something happened. Factors which might indicate coaching 
include little emotional reaction from the child as she describes abuse. use of adult words 
only. lack of variation and lack of convincing detail in statements. 

Pay attention to the origin of the report. If the child confided in someone other than the 
nonabusing spouse. there may be less reason to suspect coaching. Try to figure out what the 
child's reasons were for disclosing abuse at the time of the divorce or custody battle. Perhaps 
the abuse began at this time with stress contributing to the offender's propensity toward 
abuse or use of abuse a., a way of punishing: his spouse. In addition. the timing of the 
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revelation may simply indicate it is the tirst safe opportunity for the child to reveal the abuse 
with the offender gone from the home or about to go~> Then. too. the child may be afnlid of 
the prospect of having to live alone with the abusef~ MacFarlane points out. these and 
other explanations are legitimate reasons a child might not tell about abuse until a divorce is 
pending. 

Much can be learned by meeting with and determining the reactions. feelings and de
meanor of the nonabusive spouse. If this parent has coached the child to lie. you can often 
tell. For instance. the parent may refuse to let you speak with the child alone and then show 
no response or inappropriate responses as the child recites what sounds like a memorized 
account. Talking with the parent will also give you a chance to consider whether there is a 
possibility of an honest misinterpretation or overreaction to something the child said or did, 
or whether the child could have some other reason for making an untrue allegation. 

The circumstances and content of a child's statements provide the best measure of an 
allegation's validity. Skillful and careful interviewing will go far to make the task of 
assessing validity easier. 

B. INTERVIEWING OTHER WITNESSES 

1. In General 

The purpose of interviewing other witnesses is to gather as much evidence as possible and 
to determine whether any corroboration exists. During these interviews, the interviewer 
should listen for direct and circumstantial evidence as well as anticipate, evaluate, and 
prepare to meet potential defense claims. Anything that can be checked out should be. 

A thorough investigation requires interviews with all potential witnesses. The prosecutor 
should encourage investigating officers to begin identifying and interviewing potential 
witnesses as soon as possible. Some witnesses will be obvious-the person who reported the 
allegation to authorities, the suspect's spouse, and other members of the child's family. 
Other witnesses may be identified as a result of information elicited from the child. 

a. BENEFITS OF EARLY INTERVIEWS BY INVESTIGATOR 

Early interviews are crucial for a number of reasons. They will help you avoid unpleasant 
surprises later. Witnesses must be contacted and pinned down before their accounts are 
tainted by information from outside sources, they take sides with the victim or suspect, and 
they forget relevant details. The police need to determine what, if any, additional evidence to 
search for before it is lost, hidden, destroyed or changed. Early contacts are also beneficial in 
educating and gaining the cooperation of additional witnesses. 

While you will undoubtedly want to talk with some of these witnesses yourself prior to 
making a charging decision and going to trial, the prosecutor should not be the first or only 
person to contact and interview them. Besides being too late to obtain the maximum benefit 
from any information they produce, statements made to the prosecutor alone leave you 
without a witness to testify at trial, should you need to confirm or impeach their testimony. 

b. CONDUCT OF INTERVIEWS AND CONTENT OF REPORTS 

All witnesses should be interviewed separately. The investigator should refrain from 
telling one witness what others have said so as not to influence him or her. The facts related 
by these witnesses should be set forth in the officer's report in as much detail as possible 
and in their own words. Using quotation marks is a good way of indicating the exact words 
of the witness but should be used only if they really are the exact words. Witnesses can be 
asked to write statements as well. but these will not always cover everything the investigator 
wants to know. 

Instruct officers not to insert personal opinions or conclusions in their reports. This is 
especially important in child abuse cases since defense attorneys will seize on any opinions 
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appearing in the reports. either to discredit the child or to argue that the officer and therefore 
the entire investigation was biased. Claims that iJl~gators "program" children to make 
unfounded allegations or are engaged in "witch hunts' can be defeated if an open-minded 
and objective approach is taken and retlected in investigative reports. 

The officer should talk with these witnesses in person rather than over the phone. Factual 
observations about the appearance and demeanor of the witness should be recorded. Besides 
providing information with which to assess the credibility of the witness, a face-to-face 
meeting allows the witness to assess the competence and credibility of the investigator and, 
one hopes. instills trust and the desire to cooperate. The interviewer should be professional 
and not mislead the witness or make false promises. 

Witnesses' who are likely to be in contact with the child or each other should be instructed 
not to question or rehearse the child. not to investigate the case on their own, and not to 
compare notes. Explain why these requests are being made-Le.. to assure that information 
provided by the child and others is accepted as reliable and free of outside influence. 

For the same reason, the interviewer should not relay too many details concerning what 
the child or other witnesses have said even at the end of the interview. After a case has been 
resolved (e.g., once an offender has pled guilty or a verdict has been returned) such 
information can be shared. Knowing this may make it easier for nervous parents of the 
victim or other interested witnesses to comply. 

Witnesses should be asked to contact the investigating officer or the prosecutor immedi
ately if they remember any other information, have further relevant observations, or the child 
or suspect says anything new. It is a good idea to encourage witnesses to document 
questions, observations and statements by the child or others in writing. Referrals to support 
groups or therapy can also be made whenever appropriate during these interviews. 

2. Interview of Complainant and Others to Whom Victim Made Statements 

The complainant or person who first reported the abuse allegation to the authorities is one 
of the first people who should be interviewed. The investigator should determine what 
caused him or her to make the report and how he or she discovered the abuse.If a revelation 
by the victim caused him or' her to suspect abuse. ask him or her"to recount the details and 
circumstances. The same information should be sought from anyone else to whom the child 
made statements about the abuse. The following areas should be explored with these witnesses. 
•	 What were the exact circumstances under which disclosure occurred? Was it a deliberate 

and voluntary disclosure by the child. or did she accidentally say something which caused 
the witness to suspect abuse? Was anyone else present? 

•	 What words did the child use? 
•	 What was the child's demeanor/emotional state as she told? 
•	 What concerns or fears, if any, did the child express? 
•	 Did she give details? If so, what were they and how were they elicited? 
•	 What was the child's attitude toward the suspect? 
•	 How did the witness react/what did he or she say to the child? 
•	 Did the witness believe the child? Why or why not? 
•	 Is the witness aware of any reason the child might lie about the suspect? 
•	 Does the witness know anything else about the child or the suspect that might be relevant? 

When interviewing these witnesses, pay careful attention to whether they have anything to 
gain or lose as a result" of the allegation. Pertinent factors include their relationship to the 
suspect and child, attitude toward the suspect and child. and attitude toward the allegation. 
In addition to providing the investigator with useful information, all of the foregoing will 
affect whether statements made by the child can be introduced as evidence at trial under a 
special or traditional hearsay exception. (See Chapter V. Section C.2.) 

If the complainant has reported an abuse allegation without any statement from the child, 
the interviewer must ascertain precisely what the complainant saw or heard. The com
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plainant's demeanor. attitudes. relationship to the victim and suspect and potential motives 
to fabricate are as important here. if not more so. liS they are in situations involving a 
disclosure by the victim. The information provide<f'8f~e complainant will form the basis 
for further investigation aimed at verifying or refuting the allegation. 

3. Interview of Victim's Parents or Caretakers 

The child's n0t:\0ffending parent(s) or caretaker(s) are an extremely important source of 
knowledge about the child. Their support or lack of support for the child is another crucial 
factor since their involvement -which is unavoidable in all but the most unusual cases---can 
be either a tremendous help or hindrance to the investigator and prosecutor. 

Interviews with them should focus on enlisting their cooperation, instilling confidence, 
and obtaining information about the child and the offender, if he is known to them. (See 
Section B.4. of this chapter for a discussion of interviewing the suspect's spouse or girlfriend/ 
boyfriend.) These witnesses should be asked questions about the child's situation before 
disclosure and her subsequent reactions, behavior and well-being. Their general obser
vations as well as specific knowledge about any details related by the child may corroborate 
the allegation and thus should be solicited right away. Try to maintain contact with them 
throughout the criminal justice process, perhaps through the prosecutor's victim-witness 
program. Update them on what is going on and ask them to keep you advised. 

Specific questions should be asked in these areas. 
•	 What, if anything, did the child s~y about the abuse and does she talk about it? (See 

preceding Section B.2.) 
•	 Was any unusual behavior exhibited before disclosure or after? (e.g.• changes in sleep 

patterns. changes in conduct or school performance, fear of the suspect, complaints of 
pain. or any other factors described in Chapter I, Section C as possible indicators or effects 
of abuse.) 

•	 What is the child's medical history? (Secure permission to obtain hospital and medical 
records.) 

•	 Has the child been abused before or made previous allegations of abuse? 
•	 Can the witness verify any fact related by the child--e.g.• the suspect's access to child 

including any time spent alone with her, timing of activities such as vacations or other 
outings, celebrations, moving to a new house or starting/ending school. unusual features 
of the suspect or his home/car/belongings, etc.? 

•	 What was the quality of the relationship between child and suspect? 
•	 What else is going on in the child's life--e.g., relationships with friends; involvement in 

hobbies or outside activities; any physical, mental or learning disabilities; juvenile court 
involvement including dependency proceedings; etc.? 

•	 What was the witness' response to the child and the allegation? Was the witness supportive 
and helpful or not? 

•	 For physical abuse cases: see suggestions in Section F of this chapter. 
•	 For sexual abuse cases: determine the child's exposure to or awareness of sexual matters 

through contact with others, television, videos or movies, magazines, observation of 
adults, etc. . 

4. Interview of Suspect's Spouse 

The suspect's spouse or someone involved in a similar close relationship with him such as 
his girlfriend should always be interviewed as soon as possible. In many cases the suspect's 
spouse (or "significant other") will also be the child's nonoffending parent or caretaker, and 
the areas listed above relating to the child should be covered. In all cases the investigator 
should elicit as much information about the suspect as he can from this witness. 

The approach will probably differ depending on whether the witness is supportive of the 
suspect. The supportive spouse will often be called as a witness by the defense if the case 
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goes to trial so checking out her story early has obvious advantages. She will often be the 
best source of information about defenses you will f;I~~ if criminal charges are filed. Further, 
in most states the husband-wife privilege and sP<ht incompetency provisions will not 
apply in child abuse situations and you may wish to call her as a witness yourself. 

In questioning her regarding both physical and sexual abuse cases, the following areas 
should be explored. Be careful. however, not to give a hostile witness information that might 
cause her to destroy or hide evidence or otherwise contrive a statement tailored to contradict 
your case. 
•	 Statements made by the suspect to her or others. 
•	 Suspect's reaction to the allegation. 
•	 Whether, looking back. she can recall anything unusual or suspicious, even if she did 

nothing about it at the time. (She may need encouragement if she feels guilty about not 
reacting and is concerned she will look bad or be in trouble.) 

•	 Whether the suspect owns, or has owned, any items/clothes/weapons. etc., described by 
the child. If he no longer has them. when, where and why did he discard them? 

•	 Whether the suspect was ever alone with the child-when, for how long, and who else can 
verify this. 

•	 Whether the suspect was responsible for the child's care. 
•	 Suspect's relationship w:th the child and whether there were any problems between them. 
•	 Whether she knows of any motive for the child to lie about the suspect. 
•	 Other children with whom the suspect associates or has contact. 
•	 Whether the suspect has previously been arrested for or convicted of a crime. 
•	 Where suspect has lived and worked. 
•	 Whether prior accusations have been made against the suspect. 
• Whether she or the suspect keep a diary, calendar, address book, computer records, etc. 
If the case involves physical abuse alone, explore the following areas. 
•	 Whether the suspect was responsible for discipline of the child. If so, what methods/ 

implements/amount of force were used. 
• Whether the suspect had been violent with her or anyone else. 
If the case involves sexual abuse alone, explore the following areas. 
•	 Whether the suspect ever bathed the child. 
•	 What the sleeping arrangements were in the home. 
•	 Whether the suspect has any scars, tatoos, birthmarks, or unusual features on or near 

genitals. (Compare this information with that given by the child and examine and photo
graph suspect if appropriate.) 

•	 Whether the suspect has or uses pornography (photos, magazines,-movies, videos), sexual 
aids or implements, birth control devices, etc. 

•	 Whether the suspect has or had any venereal disease, and, if so, whether he sought 
treatment and whether she contracted anything from him. 

•	 Whether the suspect engages in any strange or distinctive sexual practices. (Compare this 
to the child's descriptions.) 

•	 Whether the suspect has had a vasectomy. (This is useful if the child has indicated she was 
told by the suspect not to worry about pregnancy because he was "fixed. ") 

5. Interviewing Other Members of the Victim's Family 

In addition to interviews of the victim's parents or immediate caretakers, others in the 
victim's family and household should not be overlooked. The interviewer should determine 
whether they were ever told about the abuse by the victim (Section B.2.) and can provide any 
direct or indirect corroboration. Direct evidence might include having seen or heard some 
aspect of the abuse as it occurred, having been asked to conceal information by either the 
child or the offender. or having been asked to leave or locked out of the house/room or 
otherwise distracted so as to prevent them from witnessing the abuse. Types of indirect 
evidence would be observations of behavioral. emotional or physical indicators of abuse and 



11-28 INVESTIGATION 

interactions between the victim and suspect. The investigator should ascertain whether 
others in the family can verify any details given by the child and ask questions similar to 
those suggested in Section 8.3. -~ 

If the suspect is a family member or someone known to the family. try to determine 
whether other children in the family were victimized. The same sensitivity and care needed 
to interview the reported victim should extend to other children. If they were also abused. 
their fear. guilt or embarnlssment is likely to be as great or greater than that already 
encountered since they have not yet disclosed the abuse. If other children in the family have 
left home. they should be contacted. Their reasons for leaving should be ascertained. 
together with any other relevant information. 

6. Additional Witnesses 

Use common sense to identify additional witnesses to be interviewed. The type of case 
will often dictate whom you should interview-physical or sexual abuse. single versus 
multiple incidents. intrafamilial or not. known versus unknown offender. Following are 
some categories of other witnesses to keep in mind. 

a. OTHER CHILDREN ACCESSIBLE TO SUSPECT 

It is extremely rare for a person to commit a single act of abuse against a single child. 
though it is possible. If the suspect 'has contact with or access to other children through 
family. work. recreational or volunteer activities. it is important to find out who they are and 
whether they have been approached by or abused by him. Physical evidence which has been 
recovered such as pictures in the suspect's possession or address books may provide leads 
regarding other possible victims. 

b. OTHERS IN REGULAR CONTACT WITH VICTIM OR SUSPECT 

Teachers. friends. classmates, neighbors. school nurses. school bus drivers, clergymen. 
therapists. caseworkers. employers. co-workers. family or other physicians. and day care 
providers are other examples of potential witnesses who may have helpful information 
related to the suspect or victim. (See Chapter V. Section C.6.) If any of these people are 
likely to be germane to the case and will be in contact with the victim or suspect during the 
investigation or after charges are filed. efforts to at least let them know how to reach the 
investigating officer or prosecutor and infonn them of the basics of the case can be ben
eficial. This may yield infonnation if they later become aware of something pertinent, and 
may prevent them from acting in ways that could be detrimental to the child or the case
i.e .• questioning her about the abuse, spreading rumors, or changing their accounts based on 
outside influences. 

C. INTERVIEW OF THE SUSPECT 

An important part of any child abuse investigation is the attempt to interview the suspect. 
This should always be done. The prosecutor should make sure that line officers and 
detectives understand the importance of the suspect interview and take steps to incorporate it 
into their standards procedures and response to child abuse cases. Otherwise. officers may 
arrest suspects. gather evidence and submit reports without trying to interview the suspect. 
By that time, it is likely to be too late because the suspect will have obtained an attorney and 
be unwilling to make a statement. This discussion will not elaborate upon the variety of 
interrogation techniques available to a skilled investigator. but will touch upon important 
considerations for the investigator and prosecutor. the purpose and benefits of the interview, 
and some common offender traits. 
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1. Who Should Conduct the Interview 

The suspect interview should be the exclusive responsibility of law enforcement. Police 
officers have the power to arrest suspects. if deemed appropriate. and are in the best 
position to protect themselves and others from any danger that might surface during 
the interview. Police officers have generally also received training in conducting interroga
tions and have greater experience in talking with criminal suspects ofall kinds. In selected cases 
in some jurisdictions. the police will work together with the prosecutor to determine when 
and how to interview the suspect. and may wish to have a prosecutor present. e.r 
2. When to Conduct the Interview [Xci L 

~'7 

Ideally. contact with the suspect and his interview should not take place until the investi- Y . 
gation is close to conclusion. This will allow the investigator to have a better picture of the 
entire situation so that he or she can derive maximum benefit from the interview in terms 
of what questions to ask and how to evaluate information received. Since the sooner the suspect 
is alerted to the allegation and investigation. the greater the chances he will try to influence 
witnesses. flee. hide damaging evidence or fabricate favorable evidence. it is crucial that 
the police and prosecutor agree with others involved in the investigative process not to notify 
suspects prematurely. Others include child protective service and school personnel. Con
cerns for victims' safety and other factors may necessitate earlier meetings with suspects 
than are desirable. however. and investigators should be ready to move quickly. Once an 
initial report has been made. the need to gather evidence expeditiously is great. 

3. Purpose and Benefits of the Interview 

A suspect interview will not only provide him with an opportunity to tell "his side of the 
story." it will give the investigator a chance to extract a confession. partial admissions or 
statements that clearly fly in the face of known facts and evidence. The suspect interview 
may also elicit statements that result in other investigative leads or insight into potential 
defenses-alibis, potential motives to fabricate. ,assertion of facts which make the abuse 
unlikely or impossible, etc. The object of the interview is plainly to generate as much 
information from the suspect as possible. It is also to attempt to verify or refute previously 
gathered information. Further attempts to verify information given by the suspect should 
always be made following this interview. 

4. Beginning the Interview 

Obtaining as much information as possible prior to contacting the suspect will prepare the 
investigator well for conducting this interview. This does not mean, however. that the 
investigator should start by presenting the suspect with all the evidence collected so far. 
Doing so may cause him simply to deny and say nothing further. while alerting him 
to the evidence against which he needs to defend himself. Needless to say. advising the 
suspect of his Miranda rights should be done in all traditional interview settings in order 
to preserve any relevant statements for use at trial. 

Experienced investigators recommend that the interview begin by establishing rapport so 
that the suspect is comfortable enough to talk. Open-ended questions. at least at first. are 
likely to generate more information than specific and leading questions. The interviewer 
should make it very clear to the suspect that he or she is interested only in obtaining the 
truth. He or she should try to get the the suspect to commit himself to telling the truth and 
then affirm it at the end of the interview. If the suspect later changes his story at trial and 
claims he was tricked or forced to say something by the investigator. this can be very helpful. 
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5. Verifying Information Given by the Victim 

In a manner consistent with the approach taken during the interview, the investigator 
should detennine whether the suspect will corrobordte anything at all that the victim may 
have indicated. Admissions of familiarity with the victim, her family or" her routine, 
agreement with her description of his physical features or possessions, his home, room or 
items within it (if the abuse was alleged to have taken place at that location) or acknowledg
ment of time spent alone with the victim can be useful. 

6. Common Reactions and Explanations of the Suspect 

a. DENIALS AND EXCUSES 

Commonly. a suspect's initial response to the interviewer will be to deny he abused the 
child. Officers should not simply accept and record the denial as the suspect's full statement, 
but should go beyond it aqd ask the offender to explain why an untrue allegation would have 
been made. If the victim is known to the suspect, the investigator should ask the suspect 
whether their relationship was a good one. possibly eliminating a motive on the part of the 
child to fabricate a claim of abuse. If, for example, the suspect indicates at the time of the 
interview that he and the child are close and he cannot imagine why the child would make up 
a story, it is effective to confront him with this statement if he offers a motive for the child's 
allegation at trial. If the suspect ascribes a motive to the victim at the interview stage, further 
investigation can be geared toward evaluating and perhaps disproving that motive at trial. 

The suspect may offer a reason for the touching or abuse which is foolhardy or even 
ludicrous. Statements such as "I put my finger in her vagina to check her out because I've 
seen her with that thirteen-year-old up the street" or, "I was showing her what to look out for 
when she gets a little older," are not unusual. Statements from a parent or relative describing 
touching, fondling, and even instances of digital and penile penetration, often claim it was 
some fonn of medical examination or treatment. Actual examples of offender explanations 
for abuse include descriptions of genital fondling as checking for lumps; anal penetration as 
giving an enema; and general touching as applying ointment or giving a massage. One father 
told police investigators that he was sucking the venom out of a mosquito bite supposedly 
suffered by his teenage daughter. He had been observed by another daughter on the living 
room couch with his head between the nude teenager's legs. These kinds of statements are 
invaluable when at trial the offender has developed more plausible explanations or excuses. 

If the investigator knows the suspect is lying, the investigator should ask for details and 
allow the suspect to continue at length rather than immediately accuse him of lying. Your 
ability to prove that specific facts given by the suspect to the officer were deliberately false 
can be valuable evidence at trial. Also, the more detailed and complex the suspect's excuses 
and explanations are, the harder it will be for him to convincingly change his story at trial. 

b. MINIMIZATION 

Even when the suspect eventually admits he has committed a crime and abused the child, 
he is likely to minimize its seriousness and extent. He may admit only what the child has 
already revealed, which may not be everything--one reason not to tell him exactly what the 
investigator already knows. On the other hand, he is more likely to admit more than the child 
has so far disclosed if he thinks the investigator already knows everything. He may claim 
that the child is exaggerating, and it did not happen as often as she says or include everything 
she described. Whatever his position, the details provided by the suspect are useful to the 
prosecutor. In argument, for example, you can point out that the offender began by denying, 
but little by little has revealed more when faced with the facts. If he acknowledges even more 
of the abuse at trial but continues to minimize its extent, you can characterize this as a 
continuation of the pattern to make himself appear as blameless as possible. 
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c. BLAMING THE VICTIM 

Another reaction of the suspect may be to shift responsibility to the victim. The officer 
should document these statements especially carefully since they involve admitting the acts. 
The suspect may try to present himself as having been taken advantage of by a "seductive 
four-year-old" or forced to mete out punishment to a disobedient child, for instance. He may 
portray himself as a wonderful citizen or someone with a problem (e.g., mental or physical 
illness, drinking or drug addiction) who should not be held responsible for his acts. Such 
infonnation gives the investigator and prosecutor an edge in knowing what to investigate 
further and prepare for at trial. 

,. Deciding Whether To Arrest 

The suspect interview is the logical time to consider whether the suspect should be 
arrested if a decision has not yet been made. Police officers should be encouraged to consult 
with the prosecutor beforehand about this issue, and prosecutors should see that arrest 
decisions are made wisely. If the officer plans to contact the suspect at his home and knows 
he or she will want to arrest him, he or she should obtain an arrest warrant ahead of time 
(and a search warrant assuming probable cause to search exists). If contact with the suspect 
occurs elsewhere, a probable cause arrest (for a felony) should be possible in most jurisdictions. 

Factors which enter into this decisjon include the suspect's likelihood to flee upon learning 
of the allegation, to tamper with or destroy evidence, or to present a danger to the victim or 
others. Obviously, the greater a threat he presents with regard to any or all of these, the more 
reason there is to arrest. Premature arrests, however, can do more hann than good if suspects 
are released right away because the investigation is not sufficient to be able to charge and 
hold him. This points out again the disadvantages of contacting a suspect too soon. 

Another factor in intrafamilial abuse cases involves deciding whether the arrest is likely to 
alienate the victim and other crucial witnesses to such an extent that they refuse to cooperate 
with the investigation and prosecution of the case. In such circumstances, it may be best not 
to arrest, particularly when the victim and others are not at risk and the suspect is admitting 
his involvement and taking steps to obtain treatment. 

Before he is contacted and an arrest decision is made, some effort should be made to check 
into the suspect's background including his prior criminal history and any similar complaints 
against him. Unless this is done, there is always the chance that outstanding arrest warrants 
will be overlooked or the suspect released without bail or on low bail. (See Chapter IV, 
Section E.'.) Such mistakes only diminish the confidence of victims and the public in the 
criminal justice system. 

D. PHYSICAL EVIDENCE AND SEARCH WARRANTS 

A thorough investigation requires the police to gather any physical evidence that exists. 
This is probably the most neglected area of investigation in child abuse cases, particularly 
those involving intrafamilial abuse, multiple incidents' and delayed disclosure. While the 
need to search for and opportunity to recover physical evidence are perhaps more apparent to 
the police officer and prosecutor when a single incident, unknown assailant or immediate 
report are involved, much can be gained by making concerted efforts to identify and recover 
physical evidence in all cases. While lack of physical evidence does not mean an allegation 
is untrue or cannot be prosecuted, any physical evidence which is corroborative of the child's 
account is invaluable at trial. The probability of finding such evidence is greatest if attempts 
to obtain it are made early. Before an investigation begins and at each stage as it progresses, 
police and prosecutors should anticipate and look for potential physical evidence. 
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1. Types of Physical Evidence 

a. FROM THE VICTIM 

The victim will often be a source of physical evidence. The medical examination may 
yield information from the doctor's observations and recovery of samples. This is discussed 
further in Section E of this chapter. Beyond this, however, investigators need to be alert to 
anything else from the victim that might lead to physical evidence. 

Police investigators have the responsibility to take or arrange for photographs of the 
victim. Whenever the child has an observable physical injury as a result of abuse, photo
graphs should be taken. It is imperative to use a good 35 millimeter camera (not an instant 
camera alone). Officers should know how to operate the camera and not scrimp on film. It is 
useful if close-up shots contain a ruler or some other way of determining scale. 

Investigators should ask the child or her caretakers to provide them with anything they or 
the child have which could be a source of evidence. Possibilities include items the child 
received from the suspect--e.g., correspondence, gifts, pictures, clothes, receipts of pur
chases he made for her, alcohol, drugs, magazines, etc. These can be examined for finger
prints if identity is an issue. If it is not, they are useful to provide corroboration in other 
ways. Clothing she wore while with the suspect especially if unwashed since the assault may 
contain evidence, e.g., bloodstains, rips, seminal stains, hairs or fibers, and her bedding or 
carpet may as well, if the case involves sexual abuse and possible ejaculation in her bed or 
on the floor. (See Section EA.c.[3] of this chapter and Chapter V, Sections C.3. and 4.) 
Calendars and diaries might also be available. 

If the abuse occurred within the family and the nonoffending spouse is cooperative with 
the investigation, she may be able to provide other items over which she has joint control 
with the suspect. Officers may then be able to examine, diagram and photograph the scene of 
the alleged abuse, and should do so whenever possible. If appropriate, they could visit the 
scene with the victim as a way of gaining better understanding and perhaps additional details 
from her. 

b. FROM THE SUSPECT 

Physical evidence can sometimes be obtained from a suspect voluntarily but in many cases 
must be acquired pursuant to arrest or via court order or search warrant. Examples include 
evidence about or from his person-e.g., pictures (especially of unusual physical features). 
hair, blood, saliva and semen samples, handwriting exemplars, fingerprints, voice tapes (for 
voiceprint analysis), fingernail scrapings, the clothing he is wearing and items he is carrying. 
(See Chapter IV, Section B.3.a.) The contents of the suspect's home, office, car, storage 
facility and his other belongings are additional sources of potential evidence, as are records 
related to the suspect--e.g., bank, credit card, and phone records, etc. It is obviously 
unnecessary to seize all of these in every case; these are simply items which should be kept in 
mind when considering what the facts of the case call for. 

2. Use of Search Warrants 

As victims and other witnesses are interviewed, pay attention to anything they say that 
could indicate a piece of physical evidence. Officers should then act quickly to obtain and 
execute search warrants for these items. Legal requirements related to drafting warrants and 
local policies about responsibility for preparing and authorizing them vary widely from 
jurisdiction to jurisdiction, so police and prosecutors need to work together to determine how 
best to proceed. Use of the so-called "expertise search warrant" as an investigative tool, 
usually in relation to the activities of a known or suspected pedophile with numerous 
victims. child pornography, cult activities, or other proactive investigations, should be 
considered by anyone with the manpower and expertise to do so. Helpful information 
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relevant to this kind of search warrant can be found in "Considerations in Obtaining and 
Using Expertise Search Warrants in Cases of Preferential Child Molesters" by Janet E. 
Kosid appearing in JlltervielVillg Child '(ictims (?!" Sexual Exploitation. (Washington. DC: 
National Center for Missing and Exploited Children. 1987). The Sexual Exploitation of 
Children by Seth Goldstein (New York: Elsevier Science Publishing Co.• 1987). and Child 
Molesters: A Behavioral Analysis by Kenneth V. Lanning (Washington. DC: National 
Center for Missing and Exploited Children. 1986). The discussion here will focus on general 
principles pertaining to the use of traditional warrants in commonly encountered child abuse 
cases. 

a. WHAT TO DO 

Officers should be as detailed and complete as possible in listing items they wish to search 
for. the possible locations of those items and their reasons for believing the items exist and 
can be found in those locations. They should never leave a suspect alone at the scene or 
otherwise allow him the chance to get rid of or conceal evidence while seeking the warrant. 
If necessary. telephonic warrant procedures should be used or another officer should be left 
with the suspect or at the scene while the warrant is obtained. 

When serving the warrant. officers should always attempt to get consent to search before 
mentioning the warrant. Valid consent given by the suspect or someone else with authority to 
consent can prevent suppression of ~ized evidence if the warrant is later invalidated for any 
reason. It is crucial that evidence be carefully marked and packaged so that you later know 
exactly where it was found. when and by whom. Taking pictures or videotapes as the search 
is conducted can be extremely helpful to document where items were found. and to later 
convey an accurate picture of the setting to the judge and jury. If. during the search. officers 
come across evidence of additional crimes not mentioned in the warrant--e.g .• drugs. child 
pornography. etc.-it should be seized as well. The plain view doctrine should allow such 
seizure without a new warrant when the officer has probable cause to believe that he is seeing 
evidence of a crime. Arizona v. Hicks. 480 U.S. 321 (1987). 

While all of these suggestions are general and apply to the use of warrants in all criminal 
cases. they are especially useful to keep in mind· in child abuse cases. 

b. WHAT TO LOOK FOR 

Some of the things a search warrant can be used to obtain in a child abuse case are: 
•	 Weapons or implements used by the offender to threaten or injure a child. 
•	 Items left by the child with the offender--e.g.• pictures. drawings. letters. clothing. toys. 

etc. 
•	 Drugs or alcohol described by the child as provided to her by the offender. 
•	 Pictures. negatives. undeveloped film. videotapes. movies when the child indicates these 

were taken of her by the offender. whether she was fully or partially clothed. alone or with 
someone else. involved in suggestive poses or sexual activity or whatever. 

•	 Cameras used to take pictures of the child or developing and printing equipment used by 
the offender to process th ~ film. 

•	 Pictures. negatives. videotapes. movies of other children seen by the victim while with the 
offender or of other children seen with the offender since these might indicate other 
potential victims. 

•	 Books. magazines. movies (pornographic or not). toys or any other unique items a child 
saw. read or played with while with the offender as part of his' 'grooming" of the victim. 

•	 Computer records. journals. diaries or calendars belonging to the suspect which were seen 
by the child. or described by another witness in a way suggesting their relevance as 
evidence. 

•	 Sexual aids or devices used with the child--e.g.. petroleum jelly. other lUbricants. 
condoms. dildos. vibrdtors. contraceptive foam or jelly. etc. 
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•	 Suspect's address book or notations showing victim's address or phone number when 
child indicates she gave phone number or address to him, or he called or visited her at 
home. 

•	 Suspect's bank records, receipts or charge account records showing money withdrawn, 
checks written or items purchased for the victim by the offender. 

•	 Suspect's phone records/bills showing calls made to the victim. 
•	 Suspect's work records or time sheets showing opportunity/times available LO the suspect 

to be with the victim. 
•	 Occupancy papers such as rental agreement, lease, rent receipts, mail, utility bills, tax 

assessments, etc., identifying the resident of a particular residence if this is an issue-for 
instance, if the child points out a location where the abuse took place but is unable to name 
the offender. 

•	 Any unique item described by the child indicating her description of an offender or 
location is accurate if this is relevant to the allegation, her credibility or perceptive 
abilities. For example, if the child describes the suspect's bedroom, sheets and other 
furnishings accurately from her recollection of the setting where abuse occurred, and the 
suspect denies that the child was ever in his bedroom, these items would be relevant. 
Likewise, if she accurately describes a distinctive piece of underclothing seen on the 
suspect during an incident of abuse and there is no other apparent explanation for her 
ability to do so, the underclothing is relevant evidence. 

E. MEDICAL EXAMINATIONS IN SEXUAL ABUSE CASES 

1.	 Reasons for Medical Examination 

Whenever sexual abuse of a child is alleged or suspected, a medical examination should 
be done. Many of these cases will present no obvious, objective or conclusive physical 
evidence to confirm sexual abuse, but the possibility of such corroboration should not be 
overlooked. Keep in mind that the absence of such evidence does not rule out abuse. 

A number of factors account for the absence of medical findings in the majority of sexual 
abuse cases. Among them are the frequency of delays in disclosure and the typical patterns 
and types of abusive conduct that occur. Evidence that may exist immediately following an 
assault such as bleeding, bruises, and the presence of sperm or seminal fluid will not remain 
for long. In addition, because of the manner in which victims are groomed and the usual 
progression of sexual activity-acts such as oral-genital contact, anal penetration and vulvar 
intercourse (penis, finger or other object placed inside the labia but not completely through 
the hymen}-it is possible that there will be no permanent evidence. (See Chapter V, Section 
C.3.c.) Even so, there are a number of important reasons to include a medical examination 
as part of the investigation in any sexual abuse case. 

Medical evidence provides powerful and convincing corroboration. Since children who 
have been victims of sexual abuse often minimize its extent when they first tell, a medical 
examination may reveal more about what really happened. The medical examination makes 
it possible to provide the child with needed treatment as well as reassurance about her 
well-being. An examination will also prevent the defense from later asking the jury to 
conclude there is not enough evidence to convict simply because no exam was done. 

2. Who Should Do Medical Examinations 

Not all doctors-including pediatricians, emergency room physicians and general 
practitioners--have sufficient training or experience to perform the kind of sensitive and 
thorough medical evaluations needed in cases of alleged sexual abuse of children. Although 
awareness and knowledge within the medical community are increasing, many physicians 
have never received specific training in how to conduct these exams or are unfamiliar with 
the most recent improvements in techniques and procedures. Consequently, it is imperative 
to learn which doctors are conducting the medical exams. In many communities the process 
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has been haphazard. Child protective caseworkers or police have either not requested 
medical examinations or requested them without specifying a qualified doctor to conduct 
them. The result is no exam or an incomplete exam by the child's family physician. 

In order to guarcmtee maximum benefit from the medical examination in these cases, there 
should be coordination among the community's prosecutors, police, child protective work
ers, hospitals and doctors. Make efforts to standardize the process by which children are 
referred for medical examinations by the police, CPS workers and others, so that the most 
qualified doctors conduct them. Take advantage of the resources available through programs 
using nurse practitioners or medical residents at nearby medical schools, or designate a 
single centrally located hospital or clinic to assume primary responsibility. In addition, 
consider participating in joint training programs with medical professionals in your area to 
increase mutual levels of expertise. Prosecutors and physicians can do much to educate each 
other about their respective needs and capabilities. 

3. Development of Protocols 

As a way of standardizing the medical examination aspect of an investigation, many areas 
have developed protocols specifying the referral process-when, where and to whom a 
suspected victim is taken to be examined-and detailed steps for the examination itself
listing procedures and equipment to be employed (such as the colposcope), and samples and 
evidence needed, including how it should be marked, preserved, stored, analyzed, and 
documented. (See Sample Form at 'the end of this chapter representing one community's 
approach.) These protocols may be only a few pages long or as many as a hundred, but 
should be individually designed to fit the personnel, resources, methods, and legal require
ments of the particular community. 

At a minimum, prosecutors need to review existing protocols so they understand current 
practices and can identify areas that need improvement. If there are no protocols in your 
community or changes are called for, meet with hospital administrators, doctors, nurses, lab 
technicians, criminalists, police officers, representatives of the local social services agency 
and local rape/abuse crisis center and any other pertinent people to attempt to develop new or 
revised procedures. Even if things are going well in your community without the type of 
formal agreement and process represented by a protocol, this is a good way of making sure 
that new staff or others who become involved in the cases will know what to do and how to 
do it properly. 

It may be difficult to convince everyone who should be involved to participate and 
reaching an agreement may take time, but the results should be well worth the effort. 

4. Procedure and Components of the Examination 

This section summarizes some of the steps which should be considered in conducting the 
medical examination and describes some of the techniques available. It is not intended to be 
a "how-to" for doctors but an overview and guide for prosecutors. Readers who wish to 
obtain more detailed infonnation on any aspect of the medical examination can start by 
consulting the materials included in the reference list at the end of this chapter or by 
contacting the National Center for the Prosecution of Child Abuse for suggestions. 

a. OBTAINING CONSENT 

When a child is examined in relation to an allegation of sexual abuse or physical abuse, 
especially in the hospital or emergency room setting, steps should be taken to obtain 
appropriate consent before examination, treatment and evidence collection. Often this is 
accomplished by using consent forms developed specifically for this purpose and hospital 
staff to inform the child's caretaker (or child if she is old enough) about the procedures to be 
carried out and need for consent. Specific explanations will depend on controlling state law 
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and hospital policy. and perhaps reflect agreements reached with other professionals in
volved in the investigative process. 

Mandatory reporting requirements shoul.d be explained to patients and caretakers so that 
they understand that medical personnel are required to refer suspected child abuse to law 
enforcement and/or the local social services agency. If the patient or caretaker refuses to 
allow samples or other evidence to be collected. the consequences of doing so should be 
explained-Le.• inability to analyze potential evidence and possibly undennining oppor
tunities to pursue a civil or criminal case. If photographs will be taken in the course of the 
medical exam. pennission should be sought with the understanding that they may be used as 
evidence. 

Parents, of course. may initiate and authorize a request for examination, treatment, and 
evidence collection related to their own child by signing an appropriate consent fonn. 
Generally, parental consent is not required in order to examine. treat. or collect evidence for 
suspected child abuse. In the case of parental refusal. children may be taken into protective 
custody by either the local law enforcement or child protective service agency. A representa
tive of the child protective service agency can then sign an appropriate consent fonn as the 
temporary guardian of the child to authorize the procedures. 

Many states have laws pennitting a child 12 years of age or older to give consent to 
ho~pital, medical and surgical care related to the diagnosis or treatment of alleged sexual 
assault and collection of medical evidence. These laws often pennit children between the 
ages of 12 and 17 to consent to hospital. medical. and surgical care related to the prevention. 
diagnosis or treatment of pregnancy "and/or sexually transmitted diseases. Such consent is 
not subject to disaffinnance because of minority. 

Many state laws require the professional rendering medical treatment for a sexual assault 
to attempt to contact the child's parent(s) or legal guardian and to note in the treatment record 
the date and time of the attempted contact and whether it was successful. This requirement 
generally does not apply. and medical personnel should be encouraged not to observe it 
when they have reason to believe that the parent(s) or guardian of a child committed the 
sexual assault. Further, most states pennit photographs to be taken of known or suspected 
child abuse victims without parental consent and allow their dissemination with reports to 
child protective service or law enforcement agencies . . 

b. EXAMINER'S APPROACH AND THE MEDICAL INTERVIEW 

Physicians and other medical personnel should be encouraged to recognize the need for 
great sensitivity in dealing with children who are alleged to have been sexually abused. They 
need to understand the impact of their actions on the child as well as on the viability of a 
potential criminal case. The medical examination usually takes place during a time of crisis. 
Since it can cause the victim to feel a sense of re-experiencing the abuse with all the 
accompanying guilt or shame, the child patient must be approached in a relaxed, unhurried 
and non-judgmental manner. Privacy. reassurance that she is all right and support are 
important. 

Because the medical interview is valuable not only for the infonnation it provides to the 
physician but as possible evidence for the prosecutor, prosecutors should ensure doctors are 
familiar with recommended interviewing techniques. Before the exam, investigators should 
infonn doctors of the info~ation gathered to date and should encourage them to record what 
the child says in her own words. along with their observations of her general appearance, 
emotional state and reactions to the exam. Hospital or other medical fonns can be designed 
with specific sections for indicating these statements and observations. The following areas 
are often pertinent to diagnosis and treatment by the physician and evaluation of the case by 
the prosecutor. Other infonnation related to the child's age. gender and situation would be 
expected to be included routinely in the medical interview. 
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Type ofAssault. including number of assailants and relationships to the victim; amount of 
time since most r~cent assault; kind of sexual contact including whether there was attempted 
or actual vaginal, anal or oral penetration and if so. by what object; whether there was 
ejaculation or use of a condom or other birth control measure. 

Use of Force or Coercion. including any weapons or threats used and injuries caused. 
Symptoms Following the Assault. including pain. bleeding. bruises or cuts. loss of con

sciousness. nausea. vomiting. diarrhea. or discharge. 
Activity After Assault (if recent), such as bath or shower, douching, urination, defecation. 

eating, drinking, use of toothpaste or mouthwash, change of clothing, and use of drugs or 
alcohol. 

Prior Sexual Contact (included ifassault within four days ofexam so physician can assess 
whether other causes could account for physical evidence.) 

Medical History, including existence of any allergies, chronic illness, current acute illness 
and use of medications. 

Physiological Development and Gynecologic History, including menstruation, pregnancy, 
use of contraceptives and sexually transmitted diseases. 

c. EXAMINATION TECHNIQUES AND EVIDENCE COLLECTION 

The specific steps of the medical examination will depend to some extent on how long it 
has been since the most recent assault. If it is suspected that the assault is very recent, 
generally within the preceding 72 hours. the exam should certainly be performed immedi
ately. The physician should look for evidence indicative of recent assault and take all 
appropriate samples. When the investigation indicates that it has been over one week since 
the most recent assault, the need to do an immediate exam is not as great, although one 
should be scheduled and conducted without too much delay. It will not be necessary in these 
~ituations to collect as many samples or items of evidence. 

It is often helpful to allow a support person for the child to be present during the exam. A 
supportive parent who is not emotionally distraught, a hospital social worker or victim 
advocate are appropriate choices. In addition. all exams should begin with general proce
dures such as an overall assessment of the child's physical appearance and her blood 
pressure, pulse and temperature to put her at ease. and should progress from the least 
threatening and intrusive parts of the exam to the most sensitive. For example, if a recent 
assault is suspected and collection of clothing or fingernail scrapings is called for, this should 
precede inspection of the genital area and the taking of oral, vaginal or anal samples. 

(I) Evidence of Injury 

In all medical examinations in cases of suspected sexual abuse, the physician should look 
for and record any sign of injury. If an injury can be photographed. it should be at that time 
and should include a centimeter measure to verify size and, for bruises. a color chart to 
verify age. (See chart regarding bruises at the end of this chapter.) As mentioned previously, 
a good camera--35 millimeter as opposed to instant-should be used. In addition or as an 
alternative. the physician should describe injuries in his report and chart or sketch them so 
that their extent and location are clear. Many hospitals use "traumagrams" or standard 
diagrams for this purpose. 

If the child was forcibly coerced or restrained during the course of the assault, there may 
be injuries which reflect the force used--e.g .• bleeding, abrasions, bruises, bite marks, 
broken bones, tenderness of the scalp from the hair being pulled. etc. Physicians should 
always be alert for signs of severe lacerations of the vagina. urethra. rectum or abdominal 
cavity which on occasion occur with young children or with a very forcible assault at any 
age. When objects have been inserted into the vagina or anus, there may be little external 
bleeding but serious intra-abdominal penetration and injury. Careful evaluation is required. 

As a result of vulvar intercourse and attempted or actual penetration by a finger. penis or 
other object. immediate injuries such as bruising. erythema (redness). focal edema (focused 
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fluid retention), and tenderness of the vaginal or anal area can occur and may last from a few 
hours to a few days. In forcible assaults, injuries such as stellate lacerations to the external 
genitals may be found from the round, blunt trauma caused by a penis or curved thin 
lacerations from a fingernail. (See Chapter V, Section C.3.a.l3j.) 

(a) Vaginal Findings 

The hymen or hymenal ring is a structure present in all females, consisting of a fine 
membrane separating the external genital ia from the vagina. It varies considerably in 
thickness and elasticity. Complete penile penetration without injury may occur if the hymen 
is elastic, if the patient is physiologically mature, or if prior stretching of the hymen from the 
use of tampons or a progression of fondling and digital penetration, has occurred. The term 
"intact hymen" is confusing, generally considered meaningless and unlikely to be used by 
physicians experienced in conducting vaginal examinations of young girls. Contrary to 
popular opinion, sexual abuse can occur without leaving obvious and lasting hymenal or 
vaginal findings. In some cases, however, vaginal findings will be present and the following 
discussion describes potential findings. 

Injuries to the vaginal area are usually described by and related to a clock face with the 
clitoris in the 12 o'clock position, anus or median raphe in the 6 o'clock position, and a line 
between 3 and 9 o'clock across the hymenal orifice. (See diagram of vaginal area and 
definitions of selected medical terms at the end of this chapter.) Stretching of the hymenal 
ring during attempted or completed penile penetration may cause lacerations in the posterior 
fourchette, without any laceration of the hymenal ring itself. These lacerations occur mostly 
between the 5 o'clock and 7 o'clock positions, are most common at 6 o'clock, and may even 
involve the perineum. Occasionally, lacerations of the hymen occur with rupturing types of 
injury. With manipulation or penetration by a finger or instrument, lacerations and other 
trauma more commonly occur above the 3 to 9 o'clock line. Trauma parallel to the hymenal 
opening may occur with both penile and digitallinstrument penetration. 

Scarring is possible when trauma such as lacerations occur and may be evident during a 
later examination. Healed transections, synechiae, hymenal deformity, hymenal thickening 
with scarring and changes in vascularity, and rounded and attenuated hymenal remnants may 
be observed by the physician. In children who have been chronically abused, the only 
evidence may be an absent or thinned hymenal ring, or an enlarged vaginal opening as a 
result of gradual stretching of the tissue. Maximum normal diameters of vaginal openings in 
children prior to puberty have been described by Cantwell and others as ranging from 4 to 10 
millimeters. Cantwell, in her 1981 study, reported that a vaginal opening exceeding 4 mm. 
correlated with sexual abuse in 75 percent of cases evaluated. A vagina which gapes open to 
show an enlarged opening while a child is lying face up (caused by laxity of the pub
ococcygeus muscle) is thought by Woodling to be indicative of chronic penile-vaginal 
penetration. Small or normal vaginal openings are also possible in sexually abused children 
as a result of scars healing and/or contracting. Any of these findings would be consistent 
with vaginal penetration and sexual abuse. 

(b) Anal Findings 

In many cases of anal penetration, the anus will appear perfectly normal. This is because 
the anus can accommodate an object such as an adult male penis just as it can accommodate a 
large hard stool. The use of lubricants, amount of force and number of penetrations can all 
affect whether there is likely to be any change in the appearance of the anus. On occasion, 
the examining physician may note reflex relaxation of the anal sphincter, a positive "wink 
reflex," complete or partial loss of sphincter control, a loss of the normal skin folds around 
the anus, a thickening of the skin and mucous membranes, skin tags or fan-shaped scars in 
the anal area of a child who has been sodomized. A gaping anus (over 15 mm.) surrounded 
by enlargement of the perianal skin is thought by Woodling to be indicative of chronic 
sodomy. 
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Vaginal or anal injuries of the type described above are most likely to be seen in situations 
in which the child has described painful penetration. A~ noted at the beginning of this 
section. however. the absence of such injuries does not mean sexual abuse did not occur. In 
fact. in the majority of child sexual abuse cases there will be no detectable injuries by the 
time of the medical exam. If they do exist. however. they represent strong evidence to 
support a child's account of abuse. 

(c) Use of the Colposcope 

In the past several years. increasing numbers of physicians have been using the col
poscope to assist in the medical examination of children alleged to have been sexually 
abused. The colposcope is a binocular optical instrument providing 5 to 30 power mag
nification. It utilizes an excellent light source and many are equipped with cameras which 
allow photographs to be taken. Gynecologists have used them for some time, mostly for 
early detection of cervical cancer... 

When used with children. the colposcope can help physicians detect some lacerations, 
scarring or other trauma of the vaginal or anal area which they might not otherwise be able to 
see. It can also help them attain better visualization of injuries apparent to the naked eye. It is 
nonintrusive and does not touch or penetrate the child. 

If colposcopy is available in your community, it can be extremely helpful in efforts to 
detect and document injury caused by' sexual abuse. It will not perform miracles, however, 
and physicians must be trained and experienced in the diagnosis of sexual abuse in order to 
use it effectively. Concerned and conscientious physicians around the country are col
laborating to share information about colposcopy, and expertise in this area can be expected 
to improve. 

(d) Toluidine Blue Dye 

Recently, a group of doctors in Maryland reported results of a study investigating the use 
of toluidine blue dye to detect posterior fourchette lacerations in sexually abused and control 
populations. The results of this study are reported in "Toluidine Blue in the Detection of 
Perineal Lacerations in Pediatric and Adolescent Sexual Abuse Victim." by Jeanne Mc
Cauley, Richard L. Gorman and Gay Guzinski, in Pediatrics, Vol. 78, No.6, pp. 
1039-1043. December 1986. They concluded that application of the dye increased the 
detection of posterior fourchette lacerations (which are often quite superficial) in both young 
children and adolescents. and that the presence of posterior fourchette lacerations in young 
children was strongly suggestive of sexual abuse. No distinction could be made between 
sexuaJly abused adolescents and adolescents who were consensually sexual1y active with 
peers. 

It remains to be seen how widely used this method will become. Some children apparently 
experience stinging from the dye which may decrease its desirability for widespread use. It 
is. however, a new technique which physicians and prosecutors should be aware of and 
which may prove beneficial in the investigation of cases. 

(2) Sexually Transmitted Diseases 

During the medical exam. doctors should be mindful of the possibility that sexual abuse of 
children may lead them to contract sexually transmitted diseases. Transmission to children 
occurs in the same manner as to adults-via oral. anal or vaginal contact. Appropriate 
specimens should be taken to culture or otherwise detect viral. bacterial or other agents 
which could cause disease if it is known that the suspect is infected (or at high risk for a 
sexually transmitted disease). if the child is exhibiting symptoms of infection potentially 
caused by such diseases. or if the history given or circumstances lead to suspicion that 
transmission of disease is possible. These samples should be taken whether there appears to 
have been a recent assault or not. since sexually transmitted diseases may persist and 
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sometimes not even manifest themselves until some time after infection. Physicians should 
keep in mind that children may be reluctant to reveal the full extent of sexual abuse and thus 
may not report oral. anal or vaginal contact or penetration right away. 

Testing for sexually transmitted diseases normally requires taking specimens from the 
mouth. throat and rectum. For boys the urethra will be included and for girls the vaginal area 
(endocervix with an adolescent girl and vaginal pool for a pre-pubertal girl). If a child has a 
discharge. samples of it are taken to smear and stain for microscopic examination and to 
culture. Sensitive doctors will spare the child any unnecessary discomfort and keep intra
cavity probing to a minimum. For instance. a speculum exam of the vagina would only be 
necessary if the pre-pubertal girl has had active bleeding, signs of significant genital trauma 
or suspicion of penetration or other sexual contact that could transmit disease. When it is 
necessary, doctors can use smaller instruments than they would with adults or older girls. 
Often one sample from an area can be used for all culture and forensic studies. On occasion 
when these exams are extremely traumatic for and resisted by the child who has been a 
victim, the physician may use anesthesia. 

If the medical exam of the child uncovers evidence of a potential sexually transmitted 
disease, immediate steps must be taken to have the suspect examined and tested. Of course, 
he should not be in contact with the child when this occurs. Police officers should act quickly 
to obtain appropriate warrants or court orders. Investigation of others to whom the suspect 
might have transmitted the disease should also occur at this time. (See Chapter V, Section 
C.3.a.[:l].) 

The following diseases or conditions seen in the child could indicate sexual abuse. 
•	 Gonorrhea-can cause urethritis (infection of the urethra). cervicitis (infec

tion/inflammation of the cervix), pelvic inflammatory disease (infection of the fallopian 
tubes and/or ovaries), pharyngitis (inflammation of the pharynx. the cavity at the back of 
the nose and throat). conjunctivitis (inflammation of the mucous membrane lining the 
inner eyelid and part of the eyeball), proctitis (rectal infection), perihepatitis, and other 
infections. 

•	 Syphilis-can cause chancres (lesions) in the genital area or mouth, among other things; 
seen rarely. 

•	 Chlamydia Trachomaris-can cause urethritis, cervicitis, conjunctivitis, trachoma (also a 
disease of the eye causing inflammation of the inner surface of the eyelid), and additional. 
vaginal, rectal or other infections; discharge may be evident. Chlamydia is increasingly 
recognized as the most common sexually transmitted agent. Recent research by doctors at 
Mount Sinai Hospital Medical Center, New York City and Rush Medical College, 
Chicago, as reported in Child Protection Report. Vol. XIII, No.8, April 17, 1987, led 
the authors to conclude that genital or rectal chlamydial infection in children under 13 is 
"virtual proof' of sexual contact, and they recommend routine testing for chlamydia in 
all suspected abuse cases. Apparently difficult to culture, chlamydia is currently being 
studied with more frequency. 

•	 Acquired Immune Deficiency Syndrome (AlDS)-research is only beginning to be con
ducted, but information available makes it clear that it can be and is most often sexually 
transmitted; if a child is diagnosed as having AIDS, sexual abuse is most likely the cause 
in the absence of evidence of fetal acquisition from the mother, blood transfusions or drug 
use (via injection). 

•	 Herpes-Herpes simplex virus (HSV) can cause genital lesions or oral infection with 
similar lesions; culture studies are necessary to determine if the virus is type I or type 2. 

•	 Trichomonas Vaginalis-can cause urethritis and vaginitis; purulent vaginal discharge 
common in infected females, although it is seen rarely in prepubertal children; males often 
have no symptoms. 

•	 Venereal Warts (Condyloma Acuminara)--these warts are common in sexually active 
adults and teenagers and may be found in children in their genital or anal areas; there are a 
number of sub-types of the virus which causes these warts and there can be a long 
(two-to-nine month) incubation period. 
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•	 NOllspecific VaKillitis (Gardllerdla VagillCllisJ---<;an cause thin and homogeneous vaginal 
discharge . 

•	 Pubic Lice 
The foregoing list is not meant to be all-inclusive of every potential sexually transmitted 

disease. condition or agent. A number of others are listed in the literature. including 
hemophilus hominues. hepatitis. granuloma inguinale. ureaplasma urealyticum. my
coplasma hominis. molluscum contagiosum and others. Sometimes a child may test positive 
for one of these viruses. bacteria or agents without having had any observable symptoms. If 
one of these conditions shows up in a child who has described being sexually abused, and 
especially if the suspect has the condition as well. there should be little question about the 
validity of the allegation. Even if the suspect does not have the disease or condition when 
tested, there is always the possibility that he had it and it cleared spontaneously or he sought 
treatment. 

More difficult issues arise when the child is pre-verbal and tests positive for a sexually 
transmitted disease. You must then consult with a knowledgeable physician about the 
possibility or likelihood of transmission in some way other than by sexual contact. Some of 
these are thought to be transmitted solely by sexual contact. Some may be transmitted to the 
newborn by her mother, usually during delivery. With some others, nonsexual contact may 
theoretically cause infection. With most, however, sexual transmission is nearly always the 
cause of infection. Find out whether the child has taken an antibiotic, such as erythromycin 
or penicillin, and if so when the last dose was. This could potentially allow you to narrow the 
time period within which she contracted the disease and possibly rule out transmission from 
the mother. 

A recommendation of the Centers for Disease Control, in their 1985 Sexually Transmitted 
Diseases Treatment Guidelines states: "Diagnosis of any sexually transmitted diseases in a 
child who is prepubertal but not neonalai raises the strong possibility of sexual abuse until 
proven otherwise" (emphasis added). Whenever you have this type of evidence, con
sultation with a medical expert is required. Testimony addressing the characteristics of the 
disease, methods of transmission, likelihood of transmission by other than sexual contact 
and any other issues should be elicited from the expert at trial. (See related discussion in 
Chapter V. Section C.3.a. [2] and 3.d.) 

(3) Collection of Evidence When Recent Assault 

Whenever available information suggests the possibility that an incident of sexual abuse 
has occurred within the prior week, the medical exam should include some additional steps. 
The physician's decision about what evidence to look for and what to collect should be based 
on the specific nature of the known or suspected abuse, as well as just how long it has been 
since the last incident. For instance, looking for evidence of sperm or seminal fluid is 
appropriate if the offender is male and may have ejaculated; collection of the child's clothing 
is unnecessary unless she is wearing the clothes she had on at the time of or immediately 
following the abuse.. 

(a) Wood's lAmp 

A Wood's Lamp is a long wave ultraviolet light that can be used to scan clothing or the 
body for evidence of dried or moist secretions, stains or subtle injury. Semen usually 
exhibits a green or blue fluorescence under this light but may not fluoresce when fresh. 
Furthermore, on clothing made of fluorescent synthetic material or washed in light optical 
density detergent, seminal stains may appear as areas of absent or diminished fluorescence. 
Subtle bodily injury such as rope marks and recent contusions can often be seen with a 
Wood's Lamp. Most hospitals and many doctors have Wood's Lamps and use them to detect 
such evidence when a child is being examined within 72 hours of an abusive incident. If 
observations such as these have been made, diagrams should be used to record the location 
and extent of stains and/or injury. 
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Any dried or moist secretions and stains on a child's body such as blood or semen, should 
be collected in an appropriate manner. (Clothing is discussed in the following section.) For 
example, the site of heavily crusted blood or semen stains can be scraped with the edge of a 
clean glass slide or the back of a clean scalpel blade into a paper bindle (a small package or 
envelope). If found on hair, the matted hairs can be cut and placed in a paper bindle as well. 
Thinner stains can be collected with the use of swabs moistened in distilled water which are 
then air dried and packaged in an envelope or tube. Secretions which are still moist can be 
collected with dry swabs to avoid dilution, air dried and packaged in the same way. 
Normally, these specimens would then be submitted by law enforcement to a crime labora
tory for analysis. 

(b) Clothing 

The child should not be required to undress until the exam is ready to begin. If her clothing 
has possible evidentiary value, it should be collected by medical staff and appropriately 
packaged and labeled before being turned over to the investigating officer. If the child does 
not have a change of clothing with her, the investigating officer should accompany her home 
after the exam to collect the clothing for later submission to the appropriate crime laboratory. 

The examining physician should note and describe the condition of the clothing if it was 
worn during or right after the abuse-i.e., whether there are any rips, blood or semen stains, 
dirt, hairs, or other foreign materiaI.on it. Many physicians place a piece of clean paper on 
the floor to avoid collecting floor dirt or debris, then place another piece of clean ·paper on 
top of that, and have the child disrobe while standing on the paper. Any loose material which 
falls from the clothing can then be collected by folding and retaining the piece of paper on 
top. 

Wet clothing should be allowed to thoroughly dry before packaging and individual pieces 
of clothing should be placed in separate paper bags. Plastic should never be used because it 
retains moisture and can thus cause mold and deterioration. When clothing is folded to be 
placed in the bags, folds should not be made across any stains and care should be taken not to 
allow stains to transfer to the bag, other gannents or different areas of the same garment. 
Some medical personnel and others place a piece· of tissue paper against stains and fold the 
clothing inward in order to accomplish this. Investigating officers should arrange for detailed 
examination and analysis of stains or secretions found on clothing by a crime laboratory. 

(c) Fingernail Scrapings and Foreign Material Collection 

Fingernail scrapings are generally taken from the child when there is some indication that 
they might contain evidence. for example if she scratched the suspect during a recent 
assault. (They would likewise be taken from the suspect if he may have scratched the 
victim.) Evidence recovered from them can include blood, tissue, fibers or possibly even 
feces if digital anal penetration is suspected. A clean knife, toothpick or manicure stick can 
be used to collect these scrapings into paper bindles, usually one for each hand. 

Other foreign materials such as grass, dirt and hair found on the victim's body can also be 
placed in paper bindles with careful diagramming and documentation of their location. This 
kind of evidence would also be submitted to a crime laboratory for analysis. 

(d) Bite Marks 

Though somewhat rare, assailants will sometimes bite children they abuse or vice versa. If 
this has occurred, the physician should swab the immediate area of the bite mark to collect 
saliva for later crime lab analysis. Photographs should also be taken. If they are to have value 
in later attempts to identify the assailant, these photos must be of good quality with as little 
distortion as possible. The camera should not be angled when the pictures are taken, but 
aimed str-light at the surface where the mark appears. Close-ups with a centimeter ruler are 
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needed. If the child is seen immediately after an assault, marks may only be faintly visible. 
Investigating officers should follow-up and take additional photos in 24 to 36 hours when 
bruising may be more fully developed. If such evidence is to be used to try to identify the 
suspect, consult immediately with a forensic odontologist and consider making impressions 
of the bite marks. 

(e) Hair Samples 

When a child is examined soon after an alleged sexual assault, her clothing and body are 
usually inspected by the doctor for any loose hairs that may have come from the suspect. 
These should be collected in a bindle and sealed. Pubic hair combings are done on post
pubertal children by having the child sit on a piece of paper towel or paper and using a new 
clean comb or brush to comb down and remove loose hairs or foreign material onto the paper 
which can then be folded and placed in an envelope. 

If there is a need to match these specimens to hair of the suspect, reference head and/or 
pubic hair samples from the child also need to be collected. These reference samples are then 
turned over to the criminalist conducting the hair analysis to compare to any loose hairs 
recovered and known hairs from the suspect. Some jurisdictions opt to collect such reference 
samples at the time of the medical exam unless clearly unnecessary; others opt to wait and do 
so only when it is clear a case is going to trial and hair analysis is needed. Individual crime 
labs, doctors and hospitals should be. involved in determining how many hairs should be cut 
and how many plucked from the child's head and pubic area. (See Chapter V, Section C.4.b. 
and the transcript of an expert's tesimony on this subject at the end of that chapter.) 

(f) Collection of SampLes to Detect SexuaL Contact 

Specimens should be taken by the doctor from secretions in or on the child's mouth, 
genital, rectal or other area of the body to examine and test for the presence of sperm and 
seminal fluid whenever there appears to have been a possibility of recent ejaculation. These 
specimens would normally be taken at the same time that specimens are taken for deter
mining the presence of sexually transmitted diseases. Obviously, positive findings constitute 
convincing evidence of sexual contact by a male offender. 

Because sperm and other seminal fluid indicators deteriorate rapidly; the likelihood of 
positive results will depend on how recent the assault was, whether the child washed, 
bathed, urinated or defecated and what area of the body is involved, among other things. 
This evidence is lost most quickly in the mouth where salivary enzymes and bacteria 
contribute to deterioration. Rarely can any evidence of semen in the mouth be detected more 
than a few hours after assault; six hours is thought to be the longest such evidence will 
survive. Forty-eight hours is generally estimated to be the longest for such evidence in the 
vagina and rectum, although sperm may survive in the cervix and be detectable in samples 
frolJl the endocervix, if available, for several days. 

Specimens are collected from the mouth by using a swab in areas such as the gums, folds 
of the cheek, under the tongue and the pharynx. On occasion the physician may deem it 
helpful to have the child blow her nose on a gauze square as well. Specimens from the vagina 
and rectum can be collected with swabs during speculum or bimanual exams, or if these are 
not done, by using a saline wash and pipettes or saline-moistened swabs. Because of the 
discomfort involved in a speculum exam, endocervical samples will usually not be obtained 
from young girls unless it appears necessary from either the history given or other physical 
evidence observed. The discussion which follows covers the items most commonly looked 
for to detect semen. 

(i) Presence of Sperm-Wet Mount and Permanent Smears 

Wet mount slides are generally made immediately after specimens are collected, by 
combining a drop of the secretion from a swab or pipette with a drop of nutrient medium on 
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the slide. The examining physician, a lab technician from the hospital or other appropriate 
person then examines the slide right away under a high power microscope to determine 
whether sperm is present, and if so, whether motile, non-motile or both. Motile sperm 
indicates a very recent ejaculation; it may be present for only a half hour and rarely would be 
seen after six to eight hours. Some of the factors affecting motility and lor presence of sperm 
include oopy temperature, amount of ejaculate, vaginal pH, use of contraceptives, existence 
of vaginitis or other infection, post-assault hygiene, the child's position-laying down or 
upright-and whether the offender has had a vasectomy. 

Permanent smears (dry mount slides) are usually made also from the samples obtained. 
They can be stained to help visualize sperm, kept indefinitely and examined by either 
medical or crime lab personnel. Sometimes non-motile sperm can be seen on these slides 
when no sperm were seen on the wet mount due to the increased ability to identify them on 
the stained smear. Non-motile sperm may be present in rectal and vaginal secretions up to 12 
to 20 hours following ejaculation, and in extremely rare cases might be found up to 48 to 72 
hours later. (On other surfaces such as clothing, they could potentially be present much longer.) 
Both wet mount and permanent smears need to be appropriately labeled and retained as 
evidence. 

(ii) Acid Phosphatase 

Acid phosphatase is an enzyme found in significantly higher concentrations in seminal 
fluid than in other bodily fluids. Tnough other sources such as bleach and mayonnaise 
contain it, human acid phosphatase can be differentiated from them. It will be present in 
semen even when the male has had a vasectomy and has no sperm in his semen. 

High concentrations of 130-1800 lUlL or more are present in semen while vaginal 
secretions normally contain less than 50 lUlL. Thus, elevated levels of acid phosphatase in 
samples taken from the victim's vagina, rectum or mouth are consistent with recent ejacu
lation. Acid phosphatase levels in the vagina may return to normal within as little as three 
hours of ejaculation and usually within 72 hours. Normal levels return even more rapidly to 
the mouth and rectum. (High levels may be detectable on clothing or other surfaces for 
months or years.) 

Tests for acid phosphatase can be done in either the hospital or a crime lab and either 
aspirated secretions or cool air dried swabs can be used. Refrigeration is needed for wet 
samples and is helpful for preserving dried samples. 

(iii) P 30 (Semen Glycoprotein of Prostatic Origin) 

In some jurisdictions, testing of samples for the presence of P 30 is done. P 30, semen 
glycoprotein of prostatic origin, is present in high levels (normally 1.55 mg/ml) in seminal 
fluid, in low levels (normally 260 ng/ml) in male urine, and is not found at all in the vaginal 
fluid, urine or saliva offemales. Both normal and vasectomized males will have P 30 present 
in their semen. Specimens are collected in the same manner as those for acid phosphatase 
testing-i.e., dried swabs. Positive P 30 tests indicate that sexual contact occurred within 48 
hours of collecting of the sample since levels will decline and be undetectable within that 
time. (As with properly preserved non-motile sperm and acid phosphatase on other surfaces, 
P 30 may be detectable for much longer in its dried state.) 

(g) Genetic Markers in Bodily Fluids 

When evidence has been retrieved during the medical exam, or otherwise during the 
investigation, which may contain the offender's bodily fluids-e.g., semen, saliva, 
etc.-blood and saliva samples should be taken from the victim so that additional tests can 
be done at the crime lab which may assist in identifying the offender. These tests are for 
genetic markers (blood group antigens such as ABO blood type, PGM-phosphoglucomutase
type, EsD-esterase D-type, Pep-A type, and others) found in the bodily fluids of people who 
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are secretors. (See discussion of this subject in Chapter V, Section CA.a.· and related 
transcript following that chapter.) Specimens of the victim's blood and saliva are needed as 
control samples by the lab, so that her secretor status and genetic markers can be compared 
to the evidence of secretions obtained during the medical exam and to blood and saliva 
samples of the suspect. The medical exam is the logical time at which to collect these control 
samples since similar evidence is already being taken. 

(h) Additional Tests As Needed 

Additional samples or tests may be appropriate, depending on the specific facts of the case 
and timing of the medical exam. For instance, a pregnancy test should be done with a 
post-pubertal girl whenever pregnancy is a possibility. Blood alcohol testing and toxicology 
screens can be done when an assault has occurred recently and if there is reason to believe 
the victim had ingested drugs or alcohol (perhaps provided by the suspect) prior to or during 
the abuse. 

(4) Evidence Collection Procedures and Use of "Rape Kits" 

Whenever any evidence is obtained, it is important to label, preserve and store it properly. 
It is especially important to handle evidence collected during the medical exam properly. 
Protocols can and should be very specific about the following: . 
•	 Where samples are collected (from what parts of the body); 
•	 When samples should be taken; 
•	 By whom samples should be taken; 
•	 How samples are collected so contamination and improper processing are avoided; 
•	 How samples are packaged, sealed and labeled, specifying the date, the doctor's and the 

victim's identity, and the area of the body from which the sample was taken, etc; 
•	 Who handles samples and how the chain of custody is recorded; 
•	 How samples are stored-i.e., locked space to which others have limited or no access 

such as freezer or refrigerator, evidence room, etc; 
•	 How and when samples are transferred between medical personnel and law. enforcement. 

Proper packing and storage of these samples are two of the most important aspects of the 
evidence collection procedures and protocol. For example, swabs and slides must often be 
air dried, preferably in a stream of cool air, to promote rapid drying and maximum preser
vation of genetic marker enzymes. Once dried, they are ordinarily refrigerated or frozen. 
Blood samples need to be stored in the appropriate type of tube and usually require refrigera
tion. Both the medical staff and law enforcement people who handle these must know how 
and be able to properly package and store such samples. 

It is advisable to keep the number of people who handle evidence to a minimum so it will 
later be easier to detennine and present evidence about chain of custody. It is important that 
the names of those involved in the medical examination and collection and handling of 
evidence be legible and that enough infonnation is recorded to locate them in the event their 
testimony is needed. 

Many hospitals use commercially available sexual assault or rape "kits" which are 
special1y designed to facilitate collection of forensic evidence in cases involving recent 
sexual assaults, including those in which the victim is a child. They can be very useful in 
smaller jurisdictions which handle fewer cases since they promote uniformity in how 
samples are collected and make it less likely something will be overlooked or done im
properly. (Larger hospitals often develop their own kits.) Some of the items commonly 
included are checklists of specimens to be collected, paper bags for collecting clothing, tubes 
with swabs to collect secretions, glass slides, special tubes for blood typing syphilis ser
ology, combs for pubic and scalp hair collection, orange sticks for fingernail scrapings, 
envelopes for hair samples and other evidence, items needed to collect saliva samples such 
as gauze squares or swabs and tubes, and forms for recording chain of custody information. 

If these kits are used in your jurisdiction, familiarize yourself with them and determine 
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whether they call for the collection of all needed evidence in an appropriate manner. If you 
see a need for additional or changed procedures. take steps to incorporate them into the 
current evidence collection protocol or find another kit which includes everything you want. 

F. ADDITIONAL INVESTIGATIVE TECHNIQUES 

1. Forensic Analysis 

Traditional forensic experts may playa role in the investigation of child abuse cases. 
Many areas have state-run or private crime laboratories available to provide these services, 
and some police agencies make use of the FBI to analyze certain types of evidence. 
Whenever an investigation produces evidence requiring analysis, request it immediately. 
Some examples include drug identification, handwriting analysis, hair and fiber com
parisons, detection of semen on clothing or other surfaces, and blood and other serology 
analysis. Section E. of this chapter refers to some of the specific analyses a criminalist might 
do and Chapter V. contains information on presenting testimony at trial in some of these 
areas, including two transcripts of testimony from forensic experts in sexual abuse cases. 

Prosecutors handling child abuse cases must be familiar with the capabilities of any local 
crime laboratories. It can be educational to visit local facilities and see firsthand what they 
do. Criminalists are usually happy to show you around and explain what they can and cannot 
do to help you in child abuse cases. Making the effort to establish personal contact with these 
experts will pay dividends later. If there are no such labs nearby, you should at least learn 
where you can send evidence for analysis and what results to expect. 

As already pointed out, the manner in which evidence is marked, handled, secured and 
preserved will be extremely important in determining its later utility. Prosecutors should 
work with doctors, hospitals, police agencies, and crime labs in their area to ensure that all 

.evidence is -handled properly and chain of custody is maintained. Criminalists at the crime 
lab can tell you how different items of evidence must be handled and stored so that they will 
later be able to conduct necessary tests. These kinds of practical necessities can and should 
be specified and included in any step-by-step protocols developed in your community to 
address child abuse investigation. The details will vary depending on available resources and 
existing procedures. 

2. Polygraphs and PSEs 

Polygraphs (lie detectors) and, more recently, psychological stress evaluators (PSEs or 
voice-stress analyzers) are tools used by a number of police agencies to assist them in 
criminal investigations. Opinions about their reliability differ greatly. Certainly you will 
want to know whether these tools are used in your jurisdiction and, if so, how. Their primary 
usefulness in child abuse investigations will be with suspects. While few prosecutors or 
suspects will stipulate to the admissibility of the results of polygraph or PSE examinations 
(thus preventing their use as evidence at trial), these procedures may encourage additional 
statements which can be used as evidence. The results are one more factor for the prosecutor 
to consider when evaluating a case. They are not, and should not be controlling. 

Suspects cannot be forced to undergo these examinations, and victims should not be 
required to either. These tools were designed with adults in mind and thus are not appropriate 
for use with children in any case. In an exceptionally unusual case an officer may con
template having a victim in her late teens take a polygraph or PSE examination--e.g., if she 
initiates a request to be examined. If this occurs, the officer should contact and consult with 
the prosecutor before proceeding. Prosecutors then need to evaluate the situation with 
extreme care before deciding if it would be helpful or wise. 



INVESTIGAnON 11-47 

3. Hypnosis 

Several years ago. hypnosis was more widely used by police officers as a means of 
encouraging a witness' recall of details. Today, following a number of unfavorable appellate 
court opinions, it is used much less. Witnesses to a crime who have been hypnotized are 
generally allowed to testify only about facts recalled before hypnosis, and in some cases, 
may not be allowed to testify at all. For these reasons, hypnosis of witnesses in child abuse 
cases (especially children) is not recommended. It is crucial to inform parents and caretakers 
of a child who are involved in any case with the potential for prosecution, not to have the 
child undergo hypnosis on their own. If hypnosis has already occurred or you are considering 
its use, make sure you are familiar with case law in your own jurisdiction and elsewhere. 

G. CASES INVOLVING MASS VICTIMIZATION 

The typical example of a multi-victim abuse case is the sexual abuse of children in a day 
care or school setting. These cases must be handled differently than those involving abuse of 
children by a family member. (The dynamics of an intrafamilial case generally remain 
consistent regardless of the number of victims involved.) This section focuses on unique 
considerations of cases in which many children are abused by a "paid care giver" or similar 
caretaker outside the family. 

1. Investigation 

Decisive and speedy action in these situations is essential. The police and child protective 
service agencies in your community should immediately notify you about such allegations, 
and you should then formulate a plan for careful and coordinated investigation. Known 
victims should be thoroughly interviewed and complete medical examinations should be 
conducted without delay. (See Chapter II, Section A. for detailed suggestions related to 
interviewing children.) 

Identify the offender(s), and other victims if possible, and try to pinpoint where the other 
children and adults were when victims were assaulted. It is of primary importance to 
safeguard any other children who could also be victimized. 

If the offender(s) are known, the evidence is consistent and clear, and an arrest will not 
interfere with the continuing investigation, the offender(s) should be arrested. If this cannot 
be accomplished, you might consider working with the management of the facility to prevent 
the suspect's continued contact with children. Depending upon the information you possess 

.and realizing the implications of its release, even confidentially, to these authorities, the 
suspect's suspension, leave of absence, or transfer to an office away from children and under 
the watchful eye of others may be possible. Always beware, however, of the possibility that 
those in charge are involved or will be protective of the suspect. 

If the offender(s) are not known, the investigation must continue without disclosure. 
Consider using undercover investigators posing as utility workers in the facility to monitor 
the JIlovements of potential suspects. Another technique is to seek court orders authorizing 
wire taps and installation of disguised video cameras in areas where it is suspected that abuse 
occurred. These devices should be used to monitor and record the activities of suspected 
abusers, with special care paid to their interactions with the children. Obviously, the police 
should not wait to recQrd the victimization of any child, but should move in to intervene and 
arrest a suspect when something is said or done endangering a child or indicating the 
suspect's intention to abuse a child. 

Search warrants for the facility and suspects' residences should be obtained as soon as 
probable cause to search exists. Difficulties arise, however, in cases in which there are 
multiple offenders but some remain unknown and the investigation is still at an early stage. 
The decision to move quickly with regard to known offenders, will obviously alert unknown 
offenders and thus must be dictated by the prosecutor's assessment of both "making the 
case" and protecting other children from future abuse. Be alert for any evidence of con
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spiracy among multiple offenders. Phone records and correspondence indicating contacts 
between offenders should be obtained if at all possible. 

Obtain a list of the names and addresses of all the children in the particular group, class or 
grade that appears to be the subject of the abuse as well as an employee list for the facility. 
Investigators should conduct home interviews of these children as quickly as possible as well 
as other children who have recently left, those who have been absent temporarily, and other 
former students or children who interacted with the suspect(s). If the children who allegedly 
have been abused have not attended the institution for a year or more, you may wish to bring 
them back to school to help them remember details and recount events. 

Obtain employee photographs, if possible, to use in compiling photographic spreads to be 
displayed to victims for identification purposes. Placing victims in concealed and safe 
locations to point out the molester is also a possibility, depending upon the facts of the case 
and legal requirements in your jurisdiction. In many jurisdictions a search warrant to enter 
the building may be necessary and, as always, the timing of execution may be very 
important. 

2. Interviewing Large Numbers of Children 

Unlike the child abuse case involving one victim, a prosecutor will probably be unable to 
conduct personal initial interviews with the large number of children involved in the day care 
abuse setting. He or she must rely upon a staff, if available, or upon police investigators and 
child protection service personnel tp'help screen initial interviews. The prosecutor or pros
ecutors who will try the case should limit their interviews to those children who admit being 
abused. If the number of children abused is large, it may be necessary to have several 
prosecutors conduct the interviews. If so, the prosecutor who interviewed a particular child 
should handle the examination of that child at trial. 

These cases take time, energy and resources. If your staff lacks experience with them, it is 
beneficial to arrange for someone knowledgeable about multiple victims cases (another 
prosecutor. a therapist, a caseworker, a detective, etc.) to meet with those who will be 
working on the case and suggest what to expect and how to approach the investigation. It is 
important to consult with child abuse specialists before and not after problems arise. Their 
information and cooperative efforts will help in dealing with and interviewing parents as 
well. 

Interview the children separately as you would in any other case. If possible, do not 
schedule interviews which require a number of the children to wait in the same area. Try to 
determine through separate interviews whether there seems to be a common pattern of 
behavior by the offender(s). Did the offender take the children individually to one area of the 
day care facility or a few children to different areas at different times? Did any of the 
children witness acts in which they were not involved? Did the offender photograph them or 
others in their presence? Was any sexual paraphernalia used and can they draw the particular 
items? What were the other teachers and children doing before, after, and during the time in 
which they were being victimized? As in all child abuse cases, probe to determine how the 
offender(s) maintained the victims' silence. 

Keep in mind that the primary defense focus in multiple victim sexual abuse cases will be 
on the investigative process, especially the child's interviewer and interview format. A 
common defense theme in more visible mass victimization cases has been the so-called 
"biasing effect" of interviewers on children disclosing the abuse. In these cases the defense 
has claimed that the manner of questioning employed as well as the interviewer's expec
tations and relationship with the children "put ideas into their heads. " 

One way to defeat this argument is by dividing small groups of children among inves
tigators and social workers. However, if you choose to employ a number of different 
interviewers, you must ensure that some communication is shared regarding emerging 
patterns of behavior or other unique aspects of the abuse. Interview approaches should be 
consistent to keep the necessity for reinterviewing at a minimum. Try to encourage parents 
and children involved in the same case not to interact and "contaminate" each other. Warn 



INVESTIGATION II-49 

parents of the dangers and resulting criticisms if they exchange information or try to interview 
children themselves. This topic is explored further in the section which follows on pre-trial 
case management. 

3. Interviewing Employees of the School or Center 

Interview all employees of the facility. The purpose, in part, is to determine as much as 
possible about relationships among the staff, friendships, work habits, personal idiosyn
crasies, activities, likes and dislikes. Recognize that some employees may know about the 
abuse but have been shamed or threatened into silence. Tracking the daily routine or 
schedule of employees can provide some insight into who may have had an opportunity to 
commit the abuse. 

4. Investigative Grand Jury 

The grand jury has long been an effective investigative tool for uncovering complex, 
multi-defendant organized criminal activity. It may be useful in uncovering large-scale 
sexual abuse at preschool or day care facilities, as well, particularly for those cases in which 
not all offenders are known, and employees or others with knowledge of the abuse are 
reluctant or refuse to cooperate with investigating authorities. 

Grand jury investigations can resun in a myriad of leads for corroborative evidence, and in 
highly publicized cases often generate a spate of volunteered information from outside 
witnesses. The strength of the grand jury lies in its ability to compel testimony. Its contempt 
powers generally ensure answers from even the most uncooperative witnesses, while the 
threat of perjury may tend to keep them closer to the truth than they otherwise might be. 

Since an individual whose testimony has been compelled is immune from prosecution 
(with use immunity automatic in most jurisdictions) you must exercise care in choosing 
whose testimony to compel if a waiver of immunity cannot be obtained. Compelling 
testimony from a witness believed only to have peripheral information who then confesses to 
molesting scores of children would obviously be undesirable. However, this is a rare 
occurrence. Investigating authorities should be able to steer you to witnesses who are not 
principally involved, but have helpful information. Starting with known victims and unin
volved employees, and then moving, if necessary, to those who may be peripherally 
involved should lead you to identify other victims and the principal offenders. Then, if there 
is need, consideration can be given to granting immunity to the least culpable offender if the 
case cannot be successfully prosecuted without "turning" one offender against the others. 

Not only can the testimony of witnesses be "locked in" with recordation at grand jury 
sessions, but the secrecy of the proceedings protects the investigation as well. Moreover, 
grand jury subpoenas are a very effective way to obtain necessary documents and records. 

Although a grand jury investigation will not disturb the normal manner in which a 
prosecutor interviews child victims, one or more of the children may be required to testify 
before the grand jury. In most jurisdictions, grand jury proceedings are less formal than 

. regular court hearings. Having the child testify before trial may provide the prosecutor with 
the ability to evaluate each child's strengths and weaknesses in a setting similar to, but not as 
stressful as, the actual trial. 

Keep in mind that not all children who have been victimized need to testify before the 
grand jury. The grand jury will generally rely upon the prosecutor to decide whom to call as 
witnesses-though the grand jury has the power to call anyone it wishes. If several children 
will be testifying, consider having them meet together briefly, not to discuss the facts of the 
case, but to have a child who has already testified dispel any fears the other children may 
have. 

The possibility of a "runaway" grand jury is a concern to some prosecutors, especially 
with regard to investigations that are likely to catch the public's eye. Sweeping indictments 
by a grand jury despite a disparity of evidence concerning different suspects can destroy the 
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credibility of the entire investigation and jeopardize the outcome of future investigations as 
well. Although "runaway" grand juries are extremely rare, they are generally caused by the 
prosecutor's inability to control the direction and momentum of the investigation. A pros
ecutor must guide the grand jury by educating its members. Serving only as an evidence
presenter and legal adviser without taking a position is not in anyone's best interest. 

5, Pre-Trial Case Management 

The parents of abused children and the children should be encouraged to seek counseling 
and therapy. Keep information concerning community resources and qualified therapists 
close at hand. Also, it is extremely important to keep the parents advised of the current status 
of their child's case. Maintain regular contact with them personally, or through a representa
tive, preferably your Victim's Assistance Unit. Parents, frustrated with the delays often 
associated with a complicated criminal justice system, can take these frustrations out on the 
prosecutor, especially if they feel left out or communication has been inconsistent. Coordi
nation, regular scheduling and communication will assist in alleviating many problems. 

Parents who are undergoing group therapy often develop relationships with parents of 
other abused children which can help them cope with mutual difficulties. Victims may also 
be involved in group therapy with other abused children. These kinds of support networks 
can be very valuable. As the prosecutor handling the case, however, you should be aware of 
the problems that could arise if several victims or parents involved in the same case are in 
group therapy together. It is not unlikely that they would compare notes and talk about the 
case with each other in this setting prior to trial. Whether they actually do, and whether their 
discussions influence their recollection or later testimony, the situation alone creates this 
potential and an issue to be exploited by defense attorneys. If possible, recommend that 
different victims of the same offender(s) and different parents of victims in a single case not 
attend the same group therapy sessions. At a minimum, you need to explain carefully to each 
parent and victim the possible problems created if they talk with each other about the case 
prior to trial. Let them know that discussing the case with other witnesses could decrease the 
chances of obtaining a conviction. 

Be sure to ascertain whether any civil actions have been filed which may be related to the 
abuse in the facility. You may need to request restraining orders or take other appropriate 
action to preclude civil defense attorneys from interviewing the children during the pendency 
of the criminal case. 

H. CHILD HOMICIDE AND PHYSICAL ABUSE CASES 

Of the total number of child abuse cases referred to the prosecutor's office, most involve 
allegations of sexual abuse. This may not, however, reflect reality. Physical abuse cases, 
despite their lack of prominence in criminal prosecutions, still represent the vast majority of 
child abuse. The numbers of both sexual and physical abuse cases reported each year 
continue to rise. According to the National Committee for Prevention of Child Abuse, Fact 
Sheet No.9, April 1987, child abuse fatalities in 34 states rose an average of 23 percent 
between 1985 and 1986 with over I ,200 reported nationwide in 1986. The average age of the 
victims of these fatalities, as indicated by the same source, was 2.6 years of age. The 
American Humane Association has reported that half of these children die from either the 
cumulative result of repeated beatings or a single violent episode, and the other half die as a 
result of neglect with parents failing to provide for the child's basic needs. 

This information points out the great need for prosecutors and other professionals to 
develop special expertise in physical as well as sexual abuse cases, and not to overlook or 
underestimate either the scope or importance of physical abuse as a major problem in our 
society. Steps should be taken to ensure that physical abuse cases are referred to police and 
prosecutors to investigate and evaluate. Chapter I describes some of the most common in
dicators of physical abuse. 
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Once referred for investigation, physical abuse cases require immediate and thorough 
contact with the parents or caretakers of the deceased or injured child concerning the 
following: 
•	 When they first noticed the injury and how it appeared; 
•	 When the child first appeared to be sick or injured; 
•	 Where the child was and who was with the child during all recent periods including a 

significant period before the injury was noticed; 
•	 Were there any prior injuries or illnesses of the child including bruises? 
•	 What was the child's schedule or routine? 
•	 What were the witnesses' reactions on discovering the injury and to whom did they talk? 
•	 At what level was the child's development-was she walking, climbing", rolling over, 

etc.? 
•	 Did the child have any prior hospitalization or treatment? 
•	 Does the family have a family physician and a regular pediatrician? 
•	 Who were the child's closest friends, the school attended, etc.? 

Evidence units should be sent to the child's residence, yard or any other place likely to be 
proffered as the location of an "accidental" injury. They should photograph or videotape 
these locations, if possible, as well as any large objects or toys present in the location; such 
items could also be seized. Complete statements should be taken from all medical or hospital 
personnel regarding their observations and evaluation of the child, any comments made by 
the custodial adults related to the ~njury of the child or other pertinent infonnation, the 
behavior of the custodial adults while in their presence, and anything they believe would be 
helpful to the investigation. 

As with sexual abuse, it is necessary to interview all other family members and siblings 
within the residence, any other caretaker of the child and anyone who may have regular 
contact with the child. 

Generally, the medical examiner in the child homicide case and the treating physician in a 
non-fatal physical abuse case will be the critical witness. It is extremely important, there
fore, that the medical examiner in a homicide be apprised of and have the opportunity to 
review any relevant evidence recovered by the police prior to the autopsy (if possible) or, at 
the very least, prior to completing the autopsy report. If a procedure is not in place to provide 
the medical examiner with scene photographs, evidence unit reports, offender statements, 
and like infonnation early on, such a procedure should be implemented. As an example, 
reviewing photographs and scale diagrams of the backyard where parents claim that their 
child "accidentally" fell and hit her head would be helpful to the medical examiner in 
detennining whether the child's death could have occurred as claimed. Without such infor
mation, it would be much more difficult. The infonnation provided to the medical examiner 
should include all suspect and witness statements in addition to the other evidence gathered 
during the investigation. A medical examiner unaware that an offender has confessed might 
designate the cause of death in his or her report as "undetennined," if the details about the 
manner of death of the child contained in the confession have not been brought to his or 
her attention. 

Like the medical examiner, any treating or examining physician in a physical abuse case 
in which the child survived, must be apprised at the earliest opportunity of all infonnation 
gathered during the investigation. When the suspected abuse has been reported to the police 
department before an examination of the child, the investigating officer should meet with the 
physician prior to the examination and provide this infonnation. 

I. INVESTIGATIVE CHECKLISTS 

Checklists can be valuable tools in carrying out the investigation of child abuse cases. A 
wide variety of checklists have been developed by different jurisdictions to reflect individual 
needs and approaches. A single checklist cannot adequately address the unique facts and 
circumstances of each child abuse case, but it can provide guidance to those conducting 
investigations and evaluating allegations. Checklists are typically used by law enforcement 



II-52 INVESTIGATION
 

officers and sometimes by child protective services personnel with investigative responsibili
ties. 

The following checklist contains a comprehensive itemization of factors you may wish to 
consider for inclusion in checklists developed for your jurisdiction. These items pertain 
primarily to matters of concern to criminal investigations by police officers. Most are 
discussed in greater detail in the text of this chapter. In order to make checklists as practical 
as possible, prosecutors should work with police, child protective services personnel, and 
attorneys handling civil dependency, neglect and removal actions to determine the specific 
steps relevant to child abuse investigations in their jurisdiction. All areas pertinent to the 
investigator's duties should be covered. These could include: statutory elements of specific 
crimes that apply to child abuse within that jurisdiction; steps and standards that must be 
followed in determining whether a child is at risk and should be removed from the home, and 
whether and when to arrest a suspect; and special investigative techniques to be employed 
such as polygraphs and video or audio taping of statements. 

These and other aspects of the investigation differ in each community. Some areas have 
separate checklists for physical and sexual abuse of children; some use a checklist specif
ically for intrafamilial sexual abuse; others for individual crimes; and still others use brief 
forms listing basic areas to be covered in the interview with a child. Any or all of these can 
be useful. The important point is to consider all the information needed to respond appropri
ately to the crime of child abuse and tailor your checklist to reflect those needs. 



Criminal Child Abuse Investigative Checklist 

l. REVIEW AND NOTE AVAILABLE INFORMATION 

How and by whom reponed 
CPS report/caseworker and action taken to date 
Police repons 
Medical exam or autopsy/findings/name of doctor 
Witness statements 
Prior repons concerning this child 
Prior reponslcomplaints/convictions concerning this suspect 
Records check (local, state, FBI) re: suspect 

2. CONTACT CHILD VICTIM 

Note vital statistics: DOB, height, weight, etc.
 
Note home address, school/grade attended
 
Note any known disabilities'
 
Note observations of physical appearance
 
Note demeanor, emotions displayed
 
Take photos of injuries •
 
Make referrals to counseling and other suppon services
 

Victim Interview 
(To be done whenever possible) 

Explain your role 
Elicit background information, put child at ease, assess developmental/intellectual level 
Determine whether medical exam has occurred 
Determine child's expectations, fears, desired consequences 
Provide information and let child know how to contact you 

Obtain Detailed Description of Abuse 

Name of offender and relationship to victim (family, friend, stranger, etc.) 
Physical description of offender 
When abuse occurred 

Once or more than once 
How often 
Child's age at time 
First incident 
Most recent incident 
Time of day/duration 
Association with other events 
RecoIlection of individual incidents 

Location(s) of abuse (state, county, city, building, room, other) 
Any corroborative details: specific descriptions of clothing, furniture or other items, of 

other people nearby, of tv shows on at time, of child's feelings at time of abuse, etc. 
Enticements, bribes, gifts, promises, explanations, threats, intimidation by offender 
Elements of secrecy 
Offender's words during abuse 
Whether victim has diary/journal 
Whether victim has correspondence from offender 
Whether victim gave correspondence or other items to offender 
Whether other witnesses present 

II-53 
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Where other family members were 
Whether .other victims seen/known 
Victim's attitude toward offender then/now-dose, loving, hostile, fearful, etc. 
First person victim told about abuse and his/her reaction 
If applicable, why victim delayed in disclosing 
Others victim told and reactions 
Drugs used by offender or given to victim 
Alcohol used by offender or given to victim 
Prior abuse (physical or sexual) of victim 

By this offender 
By anyone else 

Add for Sexual Abuse 

Clarify child's tenns for anatomy 
Note child's exact words describing abuse 
Nature of abuse 

Oral/vaginal/anal contact 
Fondl ing/penetration 
Made to perfonn sex acts on offender 
Use of pornography (films, magazines, pictures) 
Use of foreign objects, sexual devices, contraceptives, lubricants 
Whether photos taken of victim 
Whether victim saw photos of other children 
Clothes on or off-victim and offender 
Pain, bleeding or discharge 
Offender's behavior/words during and after sex acts 
Whether child saw/felt ejaculation 

Description of any unusual physical characteristics of offender-scars, tatoos, birth
marks, etc. 

Description of offender's genitals-pubic. hair (colon, penis (erect/flaccid, circumcised or 
not), or any other unusual or unique features 

If offender ejaculated, where-in child's mouth/vagina/rectum, elsewhere on child's 
body, on bedding/carpet/clothing, etc. 
Did child wipe self or offender clean it up-if so, with what and where is it 

Add for Physical Abuse 

Any weapons used: description and location 
Child's explanation for specific injuries 
Reason (if known) for offender's use of force-punishment, anger, etc. 
Whether offender violent toward others 
Whether child has had prior medical problems or treatment and if so, when and what 

3. MEDICAL EXAMINATION OF VICTIM 

Find out if exam already done; if so, 
When 
By whom conducted 
Who sought medical attention for child 

If not already done, arrange as soon as possible 
Obtain consent to acquire medical reports; arrange for legible copies 
Interview doctor and other involved medical personnel and detennine how to contact in 

future 
Document any statements made by victim 
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Note any special procedures used 
Colposcope Photos
 
Toluidine blue dye Photos
 
Proctoscopy or anoscopy
 
CAT scan
 
X-rays/skeletal survey
 
Screen for blood disorders/clotting studies
 
Consultation with/referral to other experts
 
Other
 

Collect any physical evidence gathered by doctor 
Specimens and samples 
Photos 
Child's clothing worn during assault 

Arrange for necessary crime lab analysis 
Presence of sperm, acid phosphatase, P30 
Blood/serology analysis 
Hair comparison 
Fiber comparison 
Other 

Medical Evidence/Observations Consistent with Sexual Abuse 

Evidence of violence anywhere on body 
Bleeding, bruises, abrasions 
Bite marks 
Broken bones 
Other 

Positive results for presence of semen 
F10urescence with Wood's Lamp 
Motile/non-motile sperm 
Positive acid phosphatase or P30 

Pregnancy 
Sexually transmitted disease present 

Gonorrhea 
Syphilis 
Chlamydia trachomatis 
AIDS 
Herpes 
Trichomonas vaginalis 
Venereal warts 
Nonspecific vaginitis 
Pubic lice 
Any vaginal/penile discharge 
Other 

Itching, irritation or trauma of any kind in genital or anal area 
Foreign debris in genital or anal area 
Vaginal area injury/findings 

Enlarged vaginal opening in prepubertal child (4-10 mm. or over)
 
Posterior fourchette lacerations
 
Other lacerations/scarring, and location
 
Redness, focal edema or abnormalities (synechiae, changes in vascularity,
 

etc.) 
Absent or thinned hymenal ring 
Laxity of pubococcygeus muscle-gaping vaginal opening 
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Anal area injury/findings 
Reflex relaxation of anal sphincter 
Positive wink reflex . 
Complete or partial loss of sphincter control 
Lacerations, scarring, erythema 
Fan-shaped scarring 
Loss of normal skin folds around anus 
Thickening of skin and mucous membranes 
Skin tags 
Gaping anus (over 15 mm.) with enlargement of surrounding perianal skin 

Medical Evidence/Observations Consistent with Physical Abuse 

Doctor's opinion regarding cause of child's death or injury as non-accidental 
Delay or failure to seek medical treatment by child's parent(s)/caretaker(s) 
History given inconsistent with severity, type or location of injury 
History inconsistent with child's developmental level/ability to injure self 
Different explanations of injury from different family members 
Child fearful, unwilling to explain cause of injury 
Change in details during history-taking or to different people 
Current physical injury ac~ompanied by signs of multiple prior injuries or neglect, e.g., 

malnutrition, lack of regular medical care, etc. 
Parenting disorders apparent, e.g., alcoholism, drug abuse, psychotic behavior, etc. 
Parent/caretaker irritated, evasive, vague, reluctant to give information 
Doctor's opinion that child's injuries are consistent with battered child syndrome 

Injuries Suspicious for Physical Abuse 

Soft Tissue Injuries 

Bruises, Abrasions, Welts and Lacerations 
In location other than bony prominences, such as buttocks, lower back, genitals, inner 

thighs, cheeks, ear lobes, mouth, neck, etc. 
Multiple bruises at different stages of healing over large area of body, especially if deep 
Adult bite marks 
Wrap-around, tethering or binding injuries 

Neck, ankle or wrist circumferential injuries; rope bums 
Injuries due to choking or gagging 
Trunk encirclement bruising 

Patterns/imprints/lacerations suggesting inflicted injury 
Grab, pinch, squeeze or slap marks 
Strap or belt marks 
Looped cord marks 
Imprints or lacerations from other objects-tatooing, punctures, whips, 

~ticks, belt buckles, rings, spoons, hairbrush, coat hangers, knives, etc. 

Internal or 
Abdominal Injuries 

History or severity of injury indicates child was pummelled, thrown or swung against wall 
or other object, kicked, or hit with blunt, concentrated force 
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Lack of history indicating auto accident or fall from high place 
Internall.organ damage 

Ruptured or perforated liver 
Injuries to spleen 
Injuries to intestines 
Injuries to kidneys 
Injuries to bladder 
Pancreatic injury 
Other internal organs 

External symptoms 
Nausea. vomiting 
Constipation 
Shock 
Blood in urine 
Swelling, pain. tenderness 

.\ Head Injuries 

Multiple bruises/lumps on scalp
 
Hemorrhaging beneath scalp or hair missing due to hair pulling
 
Subdural hematomas (never spontaneous)
 
Suspect caused by violent shaking if:
 

Bone chips at cervical vertebrae 
Compression fractures to ribs 
Damage to neck muscles and ligaments--child unable to turn head to side or 

up and down 
Spinal cord damage 
No skull fracture or external bruising or swelling 
Whiplash or shaken baby syndrome diagnosis 

Suspect caused by abusive blunt force trauma if 
Skull fracture 
Scalp swelling and apparent bruising 
Parent/caretaker denies recent trauma, fall or other injury sufficient to 

account for injury or claims accidental force such as fall from couch, bed 
or crib which is insufficient to cause such injury 

Subarachnoid or other intracranial hemorrhages with no sufficient "accidental" ex
planation 

Skull fractures without history of significant "accidental" force 
Injuries to eyes without sufficient accidental or other explanation 

Retinal hemorrhaging, especially if other evidence of non-accidental head 
trauma present 

Black eyes 
Detached retinas 
Petechia (small spots of blood from broken capillaries) or other bleeding in 

eye
 
Cataracts
 
Sudden loss in visual acuity
 
Pupils fixed, dilated or unresponsive to light
 
Eyes not tracking or following motion
 

Ear injuries without appropriate explanation 
Sudden hearing loss 
"Cauliflower" ear 
Bruising to ear or surrounding area 
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Petechia in ear 
Blood in ear canal 

Injuries to nose without appropriate explanation
 
Deviated septum
 
Fresh or clotted blood in nostrils
 
Bridge of nose bent or swollen
 

Injuries to mouth without appropriate explanation 
Chipped, missing or loose teeth caused by blow to mouth 
Bruising in comers and lacerations of frenulum, of upper and lower lip, and 

of tongue-indicative of exterior gag 
Petechia inside nostrils, around nose, or near comers of mouth--could 

indicate manual suffocation if child has stopped breathing 

Skeletal Injuries 

Multiple fractures at different stages of healihg 
Repeated fractures to same bone 
Spiral fractures (usually femur, tibia, forearm or humerus) 
Rib fractures, especially in children less than 3 
Bone chips in bones connecting at elbow or knee, caused by jerking and shaking (avulsion 

of the metaphyseal tips) 
Growth plate separations caused by shaking-"bucket handle" and "comer" fractures 
Injury to bone-bleeding and thickening/calcification-which is repeatedly hit but not 

broken (sub-periosteal proliferation-apparent on x-ray) 
Fractures to bones not usually accidentally broken, such as scapula and sternum 

I Inflicted Burns 

Child burned on unusual part of body-palms, soles, genitals, etc. 
Parent/caretaker delays in seeking medical help 
Multiple burns of different ages and different burn patterns 
Symmetrical, patterned burn with sharp margins--no indication of child trying to get 

away (child held down or hot object deliberately applied) 
Hot water burns 

Immersion/dipping burn-oval shape, usually buttocks and genital area 
Doughnut-shaped burn-surrounding buttocks (indicates child forcibly 

held down) 
Glove or stocking burn-immersion of hand or foot 
Even immersion lines, lack of splash burns (child prevented from thrashing 

around, trying to get out) 
Contact burns 

Cigarette, cigar, match tip, pilot light flame burns--usually deep circular 
burns 

Imprint of object responsible for burn with sharp margins--usually deep and 
uniform burn: 

Stove burner (star, circular, coil shapes) 
Heating grate, radiator 
Iron 
Curling iron 
Heated knife or hanger 
Other 
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4. CONTACT OTHER WITNESSES 

Determine all people with relevant information about victim or offender and obtain 
statements (complainant. victim's parents/caretakers. family members. friends. medical 
personnel. co-workers. teachers. CPS personnel. neighbors. therapists, etc.) 

Note identifying information for each witness: DOB, address, phone, employment, 
relationship to victim and/or offender. marital status, etc. 

Check for prior criminal record of witness 
Note witness' demeanor and attitude toward victim and/or offender, and reaction to 

allegations 
Detennine degree of familiarity with victim and/or offender 
Detennine whether they witnessed any unusual or inappropriate behavior/contact between 

offender and victim or other children 
Detennine whether they know of or suspect any other children who were victimized or at 

risk 
Detennine whether they know of additional potential witnesses 
Detennine whether they can verify/refute any facts supplied by victim or offender 
Awareness of any motives of victim or others to falsely accuse offender 
Observation of any physical/medical symptoms in victim (see preceding list) 
Observation or knowledge of any unusual behavior/behavior changes in victim before or 

after disclosure; some J>C;lssibilities include: 

Behavioral Extremes 

Constant withdrawal, depression, suicide gestures/attempts or self-destruc
tive behavior 
Overly compliant or passive 
Overly eager to please 
Afraid to talk or answer questions in parent's/suspect's presence 
Avoiding suspect or refusal to be with suspect 
Fearful of a place-day care. school. babysitter·s. suspect's room. etc. 
Fear of all males, all females or all adults . 
Wary of physical contact 
Unusual self-consciousness. e.g.. unwilling to change clothes for PE class or 

to panicipate in recreational activities 
Constant fatigue, listlessness or falling asleep in class 
Excessively self-controlled; never cries or exhibits curiosity 
Frequent unexplained crying 
Apprehensive when other children cry 
Poor peer relationships or deterioration in existing friendships 
Inability to concentrate 
Unusual craving for physical affection 
Unexplained or extreme aggressiveness, hostility. physical violence 
Turning against a parent, relative, friend, etc. 
Delinquency, including theft, assaultive behavior, etc. 
Alcohol or drug use/abuse 
Running away 
Frequent absences/truancy from school 
Early arrival, late depanure and very few absences from school 
Sudden increase or loss in appetite 
Change in school performance or study habits 
Compulsion about cleanliness-wanting to wash or feeling dirty all the time 
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Psychosomatic Symptoms 

Headaches 
Stomach aches 
Rashes 
Stuttering 

Regressive Behavior 

Return to accidents/bed-wetting 
Baby talk, acting like a baby 
Excessive clinging . 
Thumb sucking 
Carrying blanket 
Wanting to nurse 
Otherwise acting younger than age 

Sleep Disturbances 

Bad dreams 
Refusal/reluctance to sleep 
Excessive sleeping 
Sleep walking 
Sudden fear of darkness 
Other sleep pattern changes 

Unusual Sexual Behavior or Knowledge 

Acting out sexually with toys, other children 
Excessive masturbation 
French kissing 
Sexually provocative talk 
Seductive behavior toward adults 
Preoccupation with sexual organs of self or others 
Sexually explicit drawings 
Sexual knowledge beyond norm for age 

Other Behaviors 

Dressed inappropriately for weather, e.g., always in long sleeves, etc. 
Enuresis/encopresis 
Pseudo-mature behavior 
Extreme hunger 
Sudden weight loss or gain 
Personality disorders 

5. INTERVIEW WITNESSES TO WHOM VICTIM MADE STATEMENTS 

Cover aU applicable areas in 4. 
Determine exact circumstances of child's disclosure to them 

When and where statements made 
Who else present 
Words used by child 
Details provided by child 
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Incident precipitating disclosure, e.g., spontaneous disclosure, child respon
ding to questions, etc. 

Child's demeanor/emotional state 
Child's attitude toward offender 
Child's expressed concerns/fears 
Witness' reaction to child 

6. INTERVIEW COMPLAINANT (first reporter, if other than child) 

Cover all applicable areas in 4.. and 5. 
Determine what caused them to report 

Child's disclosure, or 
Suspicions based on other factors without disclosure from child 

Assess potential motives of complainant 

7. INTERVIEW VICTIM'S PARENT(S)/CARETAKER(S) 

Cover all applicable areas in 4., 5. and 6. 
Determine child's medical and mental health history 

Obtain names of doctor(s)/therapist(s) 
Obtain consent to receive relevant medical records 

Prior abuse of victim-when, where, who, action taken, results 
Prior accusations of abuse by victim-when, where, who, action taken, results 
Child's general personality/functioning-school performance, hobbies, friends, etc. 
Child's normal schedule/routine 
Verification of timing/events related by child 
Suspect's access to victim (past and present) 
Ongoing difficulties in family (e.g., divorce, custody or visitation disputes, arguments, 

etc.) and victim's awareness of/reaction to them 
Determine whether supportive of victim 

For Physical Abuse 

When injury/sickness of victim first noticed 
What they know or suspect about cause 
Where child was/who with child for substantial time before aQd all times up to injury/ 

sickness becoming apparent 
Prior illnesses or injuries of child 
Prior medical treatment of child and name of provider(s) 
Suspect's responsibility, if any, for discipline of child; normal methods used 
Action taken when noticed injury/sickness 

For Sexual Abuse 

Determine child's awareness of/exposure to sexual matters 
TV, movies, videos, magazines, etc. 
Observation of adults 
Talking to others-sex education in school, friends, personal safety cur

riculum 
Determine sleeping arrangements (intrafamilial abuse) 
Determine who bathed victim 
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8. INTERVIEW OTHER FAMILY MEMBERS OF VICTIM 

Cover all applicable areas in 4 .. 5.. 6. and 7. 
Determine whether they saw/heard any direct or indirect evidence of abuse 
Determine if they were ever victims 

9. INTERVIEW SUSPECT'S SPOUSE, SIGNIFICANT OTHER OR OTHERS IN FAMILYI 
HOUSEHOLD 

Cover all applicable areas in 4 .• 5.• 6.• 7. and 8. 
Determine statements made by suspect 
Suspect's reaction to allegation or explanation for it 
Unusual behavior of suspect before or after allegation 
Suspect's opportunity to abuse child-time with child, alone or otherwise 
Relationship known/observed between victim and suspect 
Whether suspect owns/owned/possessed items. clothes, etc .• described the victim 
Other children in contact with suspect 
Prior arrests, accusations, convictions of suspect 
Suspect's violence toward others 
Suspect's employment-past and present 
Suspect's residence-past and present 
Prior marriages of suspect • 
All children/step-children of suspect 
Suspect's physical and mental health 

Prior illnesses/infections/treatment 
Alcohol or drug abuse 
Names of doctors/therapists seen 

Description of witness' relationship with suspect 
Description of witness' background-marital, employment, etc. 
Whether suspect (or witness) keeps diary, journal, calendar, computer records, address 

book, etc. 
Whether suspect has another residence, post office box, storage area, etc. 
Unusual hobbies or interests of suspect 

For Sexual Abuse 

Sleeping arrangements in home 
Children's bathing responsibilities in home 
Distinctive anatomical features (if any) of suspect. e.g.• scars. tatoos. birthmarks, etc. 
Suspect's use (if any) of pornography, sexual aids or implements, birth control 
Presence of sexually transmitted disease in suspect or witness 
Strange/unusual/distinctive sexual practices or preferences of suspect 

For Physical Abuse . 

Suspect's responsibility for child's discipline
 
Usual methods/frequency
 
Amount of force
 
Use of weapons/implements
 
Loss of control
 

Any expressions of frustration, disappointment or anger with child by suspect 
Suspect's access to weapons/implements consistent with child's injuries 
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10. INTERVIEW SUSPECT
 

Advise of Miranda rights 
Stress imerested only in hearing and determining the truth 
Obtain background, biogrclphical information 

DOB 
Vital statistics: height, weight, etc. 
Past and present residences 
Past and present employment 
Marital status/prior marriages 
Number of, names, locations and ages of all children 
Mailing address(es), P.O. box(es) 
Neighborhood/community organizations or affiliations 
Hobbies and interests 
Magazine subscriptions, especially if sexually-oriented 

Suspect's schedule and routine-e.g .• work and leisure time, vacation time, etc. 
Note suspect's demeanor and any changes during interview, e.g., angry, uncomfortable, 

vague, evasive, amused, unconcerned, etc. 
Any indication of psychosis, mental health problems, alcohol or drug dependence, 

physical or medical problems 
Suspect's familiarity with victim and victim's routine 

Acknowledgement/awareness of victim's age or any disabilities 
Acknowledgement of time alone with victim 

Suspect's description of nature and quality of his relationship with victim 
Suspect's description of victim 

"Problem child" 
"Special" child 
Good/bad 
Obedient/disobedient 
Smart/dumb 
Honest/dishonest ("pathological liar") 
"Bruises easy" 
"Clumsy" 
" AI ways/never in trouble" 
Unrealistic expectations of child 
Complaints about minor, irrelevant or unrelated problems with child 
Other 

Suspect's description of ways of dealing with problems with child 
Suspect's description of relationship with spouse, complainant, other important witnesses 
Corroboration of any details supplied by victim 
Suspect's explanation, in detail. of reasons for allegation of abuse 

Victim's motive to lie 
Motive of others to lie 
Details of "unintended" or "accidental" touching or injury 
Detailed explanation of how child initiated event 
Detailed explanation of injuries observed on child 
Explanation for why delayed or did not seek medical attention for injured 

child 
Extent and details of any abusive conduct suspect admits 

Request names and locations of anyone who can corroborate information given by suspect 
Request access to any items which could corroborate suspect's claims, e.g., calendar, 

work records, etc. 
Request names of suspect's friends and co-workers~ if someone you are aware of is left 

out by suspect, find out reason why 
Ask suspect to verify he has told truth and whether he has anything else to say 

• 
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II. SEARCH FOR/SEIZE PHYSICAL EVIDENCE 

From Victim 
Photos of injuries/general appearance 
Clothing worn at time of assault. especially if torn. bloody. etc. 
Bedding. etc. which may contain evidence 
Items received from suspect 
Calendars. diaries. journals. etc. 
Other 

From Scene 
Photos/diagrams 
Take measurements of areas/items involved. especially in physical abuse cases with claim 

of accident or self-infliction of injury by child 
Note surface child supposedly landed on in "fall" case. e.g .• wood. concrete. carpeted. 

etc.• and measure distance from child's supposed position to point of impact 
In burn cases: 

Seize/photograph items consistent with pattern of contact burn 
Check water temperature at hot water heater and faucets in hot water burn 

cases 
Measure height of tub/sink and note what tub/sink (or other site of burn) 

is made of 
Test to determine surface temperature of items used to burn child and check 

for body residue on them 
In criminal neglect cases: 

Note/documenUphotograph general appearance of home before "cleaned 
up" by suspect(s) 

Determine whether utilities on/working 
Determine availability/condition of food appropriate for child 
Determine condition of appliances (stove. refrigerator. etc.) and whether 

working 
Determine condition/safety' of electrical and plumbing features 
Determine condition/cleanliness of sleeping areas and items. clothing for 

child. etc. 

Any Applicable Relevant Evidence From Suspect, Suspect's Residence. Office, etc. 

Use search warrant if necessary; always request consent 
Photos to show suspect's appearance andlorunusual/distinctive physical features 
Fingerprints 
Hair, blood, saliva, semen, fingernail scrapings, dental impressions as applicable to facts 
Handwriting exemplars, voice tapes 
Clothing with potential evidentiary value 
Occupancy papers 
Phone records 
Bank or credit card records 
Work records 
Drugs or alcohol 
Pictures, negatives, videos. home movies of victim or other children 
Camera andlor developing equipment 
Weapons/implements used to threaten or injure child 
Items left at suspect's or with suspect by child 
Pornographic items (films, pictures, magazines, videos, etc.) 
Sexual aids or devices 
Computer records, journals. calendars, diaries. address books, etc. 
Any unique/distinctive items described by victim (furnishings, pictures, clothing, lubri

cants, etc.) 
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12. UTILIZE ADDITIONAL INVESTIGATIVE TECHNIQUES AS APPROPRIATE 

Obtain 911 tape
 
Wire tap orders/pen-registers
 
Undercover officer surveillance
 
Video surveillance
 
Polygraph or PSE of suspect
 
Special crime lab testing/analysis
 
Consultation with outside experts
 
Other
 



Stunple Fonn Used For Medical ExamiTUltions in SulUll Assault Cases (Tuas) 

Sexual Assault Examination: Children and Adolescents
 

Read through the Instructions/Checklist before proceeding with exam.
 

Has the Patient Reached Pubeny?
 
This form contains no questions about menarche, pregnancy, etc.
 
Consider using the adult form if these questions will be peninent.
 

__ 1.	 Obtain victim or parent's signature on evidence collection consent form if possible. 
However, in any case of suspected child abuse, consent is not required for exami
nation by a physician. including the taking ofphotographs. Lack of signed consent 
should not delay examination of the patient. (See Texas Family Code, Section 
35.04) 

__ 2.	 Complete history and physical examination and record on enclosed form. 
__ 3. During the physical examination, the following procedures should be performed in 

this order: 
IF THE PATIENT HAS NOT BATHED, COLLECT HAIR SAMPLES: 
__ a. Place a paper towel under the patient's buttocks and, using disposable 

comb, comb pubic hair region and place towel, comb and combings in 
envelope labeled. "Pubic Hair Combings". Seal envelope. label with 
patient's name, and sign your name. 

__ b. Cut sample of pubic hair, if present, with scissors (about 10-12 hairs, cut 
close) and place in envelope labeled "Pubic Hair Standards." Seal en
velope, label with patient's name, and sign your name. 

IF THE RECENT ASSAULT WAS WITHIN 72 HOURS, PROCEED AS FOL
LOWS: 
__ c. With a cotton-tipped applicator, moistened with water, make two slides 

of vaginal and/or cervical mucus contents. Do not fix. Allow to air dry 
2-3 minutes and place slides in a slide holder. Seal slide holder, label with 
patient's name, and sign your ·name. 

__ d. Use another 2 moistened applicators to collect vaginal contents and place 
both in dry test tube. Cap tube, label with patient's name, and sign your 
name. 

__ e. Using a plastic pipet or cotton-tipped applicator, obtain a sample from the 
vaginal pool and place on a slide. Cover with cover slip and examine 
under the microscope for motile spermatozoa. Record finding on exam 
form; discard the pipet and slide. 

__ 4. In cases involving oral-genital contact in the previous 24 hours, swab the mouth 
(particularly the gums and pharynx) of the victim with separate cotton-tipped 
applicators and repeat steps 3c, 3d, and 3e above. 

__ 5. In cases involving rectal-genital contact in the last 72 hours, swab the rectum with 
separate cotton-tipped applicators and repeat steps 3c, 3d, and 3e above. 

__ 6. Seminal fluid may be observed on the perineal area, especially in children. If so, 
use separate cotton-tipped applicators to swab this area, and repeat steps 3c, 3d, 
and 3e above. 

__ 7. Obtain vaginal (or cervical), rectal and pharyngeal cultures for Neiserria gonor
rhea. Use Transgrow medium. Hold bottle upright when swabbing culture me
dium; recap as quickly as possible to avoid carbon dioxide escaping. 

__ 8. Obtain 6-10 ml blood sample. Place 5 ml in a red top tube for RPR (Health 
Department) and 1-5 ml in a second red top tube for comparison with semen type 
by the crime laboratory. 

__ 9. Double check to be sure all specimens are labeled with patient's name, specimen 
source. date. and your signature. Place all samples, excluding gonorrhea culture 
and RPR, in sealed envelope. 
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Special Procedures 
__ I.	 If patient states he/she scratched the assailant, obtain fingernail scrapings or cut

tings from both hands and place in separate, labeled envelopes. Seal envelopes, 
label with patient's name, and sign your name. 

__ 2.	 If police have not already done so, collect clothing worn during the assault if 
available. 

__ 3.	 If indicated, obtain appropriate x-rays which should remain at the hospital. 
__ 4.	 If indicated, obtain photographs of trauma. Photographs of abused children will be 

taken by Community Relations photographer at Medical Center Hospital (24 hours 
a day). (Do not call the University photographer.) 

Nurse's Name Printed	 Physician's Name Printed 

Nurse's Signature	 Physician's Signature 

Sexual Assault Information 

POLICE CASE SERVICE # 
POLICE JURISDICTION 

E.R. Admission Date __J __-J/__ 
_ 

Time of E. R. Admission _ 
Name of Patient Hospital # _ 
Name of Police Officer/Paramedic w/Pt. _ 
Date of AssauIt ----1----1__ Time of Assault _ 

CONSENT FORMS 

AUTHORIZATION FOR COLLECTION OF EVIDENCE/RELEASE OF
 
INFORMATION
 

I hereby authorize the collection of all specimens necessary for treatment and the collection 
of all evidence for investigative purposes. Further, I hereby waive physician/patient relation
ship of confidentiality and authorize the release of these records including any laboratory 
reports to the Police Department and the Office of the District Attorney having jurisdiction. 

Person 
Examined Date / / 
Witness Address 
Parent or 
Guardian Address 

AUTHORIZATION FOR PHOTOGRAPHS 

I hereby authorize the taking of photographs for evidence purposes. 
Person 
Examined Date 
Witness Address 

/ _ 
_ 

Parent or 
Guardian Address _ 
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Sexual Assault Examination. Date Time _ 

Time elapsed since assault _ 
I.	 History of assaulUabuse. (Include victim's description of events, using victim's own 

words whenever possible.) If more space is needed, use additional paper. 
2.	 Is there a history of other assaults? Yes ( ) No ( ) Unknown ( ) 

If yes, describe. 
3.	 During assault: 

Did penis penetrate vulva? Yes ( ) No ( ) Unknown ( ) 
Did assailant ejaculate? Yes ( ) No ( ) Unknown ( ) 
Was there oral penetration? Yes ( ) No ( ) Unknown ( ) 
Was there anal penetration? Yes ( ) No ( ) Unknown ( ) 
Did assailant wear condom? Yes ( ) No ( ) Unknown ( ) 

4.	 Since assault has patient: 
Bathed or showered? Yes ( ) No ( ) Unknown ( ) 
Defecated? Yes ( ) No ( ) Unknown ( ) 
Urinated? Yes ( ) No ( ) Unknown ( ) 

5.	 Has patient any knowledge of: 
Any present illness? Yes ( ) No ( ) Unknown ( ) 
Any present medication? Yes ( ) No ( ) Unknown ( ) 
Any drug allergy? Yes ( ) No ( ) Unknown ( ) 

6.	 History of previous vaginal or rectal 
surgical procedures? Yes ( ) No ( ) Unknown ( ) 

7.	 Age: __ Temp: __ Pulse: __ RR: __ BP: __ 
8.	 General Appearance: 
9.	 Emotional Status: (describe) 

10. Clothing: Stained?	 Yes ( ) No ( ) Foreign Material? Yes ( No 
Describe: 

II.	 Body surface: Bruises? Yes ( ) No ( ) Scratches? Yes ( ) No ( ) 
Lacerations? Yes ( ) No ( ) 
Describe and indicate on drawings. 

12.	 HEENT: 
13.	 Neck: 
14. ChesUBreasts: 

Tanner stage? 
15.	 Abdomen:
 
16. Back:
 
PELVIC EXAM: Include all signs of trauma, debris. etc., and locate on diagram.
 
17. Vulva: 

Tanner Stage (pubic hair): 
18. Hymen (describe): Acute injury? 
19.	 *Vagina (Use water as lubricant): 
20.	 *Cervix: 
21.	 *Uterus: 
22.	 *Adnexae: 

*Speculum and bimanual exam not necessary in prepubertal child unless there are signs 
of internal injury (e.g., vaginal bleeding). If internal exam is necessary, consider 
admission for general anesthesia and gynecology consult. 

23. Rectal:
 
Spermatozoa present? Yes ( ) Not Seen ( ) Motile? Yes ( ) No ( ) What source?
 
Procedure not done because _
 

X Rays taken? Yes ( ) No () Photographs taken? Yes ( ) No ( )
 
Describe if taken: Describe if taken:
 
1certify that this is a true and correct copy of the records concerning the examination of the

patient named	 _
 

Physician's Signature	 Date 
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Dlfinitions of Selected Medical Terms Relevant to Sexual Abuse 

(Based on a list compiled by Bruce A. Woodling. M.D.• Director, Ambulatory Forensic 

Male and Female Anatomy 
*Anus 
Rectllm 

Female Anatomy 
*Labia Majora 

*Labia Minora 
*Urethra 
*Clitoris 

*Poster;or fourchette 

*Hymen 

Vagina 

Posterior fornix 
Cervical os 
Uterus 

Adnexae 

Male Anatomy 
Urethra 

Testes 
Scrotum 
Epididymis 

Vas deferens 

Prostate 
Penis 

Injuries 
Ecchymosis 
Contusion 

Petechiae 

Medicine. Ventura. California.) 

Opening to the rectum.
 
Terminal aspect of the colon.
 

Outer lips to vagina. Covered by pubic hair after
 
menarche (onset of menstruation).
 
Inner lips to vagina.
 
Opening to the bladder.
 
Erectile tissue analogous to a male penis located
 
above urethra and covered by the clitoral hood.
 
External tissue extending from the hymen toward
 
the anus. contained within the labia majora.
 
A fine membrane which separates the external
 
genitalia from the vagina. The outer surface is a
 
'dry. squamous epithelium and the inner surface a
 
moist mucous membrane. All females have this
 
structure.
 
Tubular structure with convoluted rugae which
 
stretches anatomically from the hymen to the cervix.
 
Vaginal cavity located beneath the cervix.
 
Opening to the cervix.
 
Reproductive organ composed of a cervix, corpus
 
and fundus.
 
Pelvic appendages adjacent to the uterus. usually
 
including the fallopian tubes and ovaries.
 

Tube in penis extending from the bladder to the
 
exterior.
 
Male sex organs which produce spermatozoa.
 
Sac which contains the testes.
 
Tube which passes from the testes to the vas
 
deferens.
 
Tube which communicates from the epididymis to
 
the urethra.
 
Gland which produces semen.
 
Male sex organ composed of erectile tissue through
 
which the urethra passes.
 

Bruise
 
Tender injury either with or without an ecchymotic
 
change.
 
Small hemorrhages about pinhead size. May be
 
singular or multiple.
 

(* indicates features/areas designated on vaginal area diagram.) 
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Synechiae Small scars which connect two tissues. e.g.• hymen 
to vagina. posterior fourchette or fossa navicularis. 

Abrasion Abraded injury through the basal layer of skin. 
Laceration Sharp transection (cut) through the skin. 
Transection Cut or tear through a tissue. 



Bruis~ Cluzract~ristics 

Age Typical Appearance 

less than one day red. red/blue or purple with crisp margins; swollen 
and tender 

1-2 days blue-black or blue-brown to dark purple with fading 
margins; still swollen and tender 

3-5 days yellow-green to brown with indistinct margins 

5-7 days yellow and fading 

over one week yellow-brown and fading 

References: 
Durfee, Heger and Woodling, Chapter 4: "Medical Evaluation." Sexual Abuse of Young 

Children. The Guilford Press, 1986. 
E. F. Wilson, "Estimation of the Ase of Cutaneous Contusions in Child Abuse," 

Pediatrics. Vol. 60, No. 750, 1977. 
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